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Hysteria, like many another concept of medicine, is a 
fusion of conditions that resemble but are not identical 
with one another. From the hysterical state that is a 
total alteration of personality to the case in which 
hysterical manifestations appear as a sort of foreign 
body in the personality is a wide gap, which extends 
from an innate or constitutional disorder to an easily 
curable condition. 

The group of cases here presented have a physiology 
or, at any rate, a physiologic psychology which, once 
understood, opens the doors to a rapid cure. But unless 
their mechanism of disability is understood the patients 
may be markedly incapacitated and wander from phy- 
sician to physician vainly seeking help. In other words, 
a superficial pathologic condition blocks the normal con- 
duct reactions of the individual as thoroughly as the 
deeper lying disorder in those cases in which hysteria 
is really a psychosis demoralizes the individual. 

he first cases of this group make up a sample 
wherein there is disturbance in the flow of muscular 
power which constitutes the so-called hysterical paral- 
ysis. Something occurs, either accident, injury or dis- 
turbing emotional state, by which a part becomes 
immobilized for a time. In its genesis the paralysis 
represents what I here call the hysterical amnesia for 
the proper interaction of muscles to produce motion. 
More simply, there is a sort of forgetting of the 
mechanism of successful motion and a substituted dis- 
order, which produces paralysis. 


REPORT OF CASES 


Case 1—K. W., a man, aged 22, single, a salesman, whose 
early history was entirely negative for neurotic or hysterical 
manifestations, was playing football eight weeks before being 
seen and was knocked unconscious for one and one-half hours 
and was hazy the next day. In the hospital to which he was 
taken, it was stated that there was a fracture of the first 
lumbar vertebra. He stated that both legs felt paralyzed and 
anesthetic at first. The anesthesia of both legs remained for 
some time; then that of the left entirely disappeared and the 
right improved but had remained more or less anesthetic ever 
since. He was unable to use the right leg, although the left 
leg had entirely recovered. The right leg was “numb” as well. 

Physical examination was entirely negative except for the 
right leg. The knee jerks on both sides were lively and equal. 
Ankle jerks were lively and equal. There was no Babinski 
reflex. There was almost complete anesthesia below the right 
knee. The anesthesia ran circularwise around the leg in typical 
hysterical fashion. As he attempted to lift the leg, the muscles 
on both sides of the thigh contracted violently; that is, the 
quadriceps contracted vigorously, as did the flexors. The toes 
were moved but slightly. The wrong flow of power was dis- 
tinctly evident; that is to say, when the attempt was made to 


raise the leg from the table, the agonist and antagonist were 
contracted. This set up a deadlock between the two groups 
of muscles and, naturally, motion became impossible. 

The immediate psychogenesis of the situation seems simple 
enough. There was undoubtedly some cord injury at first, 
which set up a numbness of the legs and weakness. This dis- 
appeared but left behind it a state of fear and one of amnesia 
for the proper use of the muscles of the legs. This condition 
was explained to the patient. He was told that he would be 
able to walk when he left the office. A powerful electric cur- 
rent was given to the muscles of the front of the leg. They 
contracted vigorously. This continued for a few minutes. The 
patient was told to watch the muscles contract, and it was 
stated to him that he must try to help the electric current and 
contract the muscles with each stimulation. In a short time 
the current was discontinued surreptitiously, and the patient 
continued to move his leg with no electrical stimulation. Shortly 
thereafter he was able to move his leg perfectly well and 
walked out of the office with no drag whatever to his leg. 

Case 2.—K. B., a housewife, aged 44, was one of a group 
of patients in whom “medicolegal trauma” operated as the 
initiation of a hysteria. The usual claim that in a case in which 
litigation is proceeding a cure cannot be effected while the liti- 
gation is going on is upset by this case. Three years before, the 
patient was in an accident and suffered severe injury to the leg, 
especially around the patella. The leg was painful and stiff; 
there was an injury to the cartilage. A year afterward a car- 
tilage was removed from the left knee. Since that time the leg 
had been held rigid and there had been no power of extension 
or flexion at the knee. She had walked about, dragging this 
leg. The question of operation had now come up, since the 
situation had not improved, despite physical therapy of an 
extensive and persistent type. At the time of the accident the 
patient injured the left arm, but this member had almost com- 
pletely recovered, although there was some numbness and ting- 
ling. The patient struck her head at the time of the accident 
and had headaches and dizziness even at the time of examina- 
tion. However, the main complaint concerned the left leg. 

The patient walked without extending or flexing the left 
knee, and there was little motion at the left hip. However, 
there was very little atrophy of the left thigh. Both knee jerks 
were equal, although the left required reinforcement for its 
appearance. When reinforcement was used, it was equal to 
that of the right side. When the leg was held up and the 
thigh supported, the knee dropped. However, it was noticed 
that when this happened the hamstrings contracted and assisted 
gravity in pulling the leg down. There was absolutely no 
power to extend the leg voluntarily at the knee. There was 
some power to extend the leg at the hip; that is, when the 
entire leg was supported and the patient was urged to do so, 
she could flex the thigh on the abdomen. There was no general 
loss of sensation, although there was an absence of tickle 
reaction on the sole of the left foot. Further examination 
showed that, when the effort was made to extend the leg, the 
hamstrings contracted while the quadriceps did not. On this 
basis, namely, that the antagonists were called into play rather 
than the agonists, a diagnosis of hysteria was made and the 
patient was advised as to the situation, reassured that the con- 
dition was entirely curable, and the rather bold statement was 
made that she would not be allowed to go home until she used 
the left leg as well as the right. 

The electric current was tried but had no value in this case. 
Although the muscles contracted vigorously with the galvanic 
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current and she experienced definite pain, she was still unable 
to use the leg voluntarily. Another technic, therefore, was 
used, based on the following observation: Ordinarily, when 
the leg is flexed at the hip on the abdomen, the quadriceps is 
thrown into associated activity in an involuntary but synergic 
fashion. Therefore, the patient was instructed to flex the hip 
vigorously. After a while she did this, and it was then noted 
that the quadriceps contracted and the leg, when the support 
of the physician’s hand was removed, did not drop immediately 
or rapidly to the table. The patient’s attention was called to 
this, and she saw for the first time that there was power in 
the quadriceps of the leg. The flexion of the hip was repeated 
fifteen or twenty times, after which the quadriceps was con- 
tracting vigorously. She was then able to hold the leg off the 
table. With the continuance of this exercise, the patient’s will 
obtained control of the quadriceps muscle and in half an hour 
after the treatment was commenced she was using the leg as 
well as ever and performed all the motions without the flow 
of the effort into the hamstrings but properly into the muscles 
normally utilized for the motion. 

It is noteworthy that when the power first returned to the 
quadriceps there was a marked coarse tremor of that muscle. 
This disappeared, and the patient has remained well since. 

Case 3.—A youth, aged 16 years, a strong and powerfully 
built boy, twisted his back, Sept. 19, 1934, while playing foot- 
ball. He had pain at this time but felt well, continuing to play 
football until September 25, when he had severe pain in the 
front of the body near the pelvis and running up the abdomen. 
He quit playing football. The pain was so severe that he took 
to bed and had remained there ever since. At first he had a 
temperature of 101 F., with rigidity of the abdominal muscles. 
The bowels were constipated. The temperature dropped in a 
day or two, and a roentgenogram at the hospital showed a 
separation of the symphysis. Since that time he had been in 
bed except to go to the bathroom, and this he did with much 
assistance and much dragging and scuffling of the feet. 

He was examined by a surgeon, who found no orthopedic 
abnormality and who referred him for neurologic study. He 
was a large boy and was supported by others when he walked; 
he dragged both legs. There was very slight flexion of the 
thigh on the hip, slight extension of the leg on the thigh, and 
foot-drop on both sides. The cranial nerves and the arms were 
entirely intact. Thorough examination of the legs revealed no 
organic neurologic signs. When he attempted to move the legs, 
the muscles were thrown into a coarse tremor. The muscular 
exertion seemed powerful, but it was obvious that the agonist 
and the antagonist were being contracted at the same time. 
There were no sensory disturbances of any type. 

It was explained to him that his entire condition was due to 
fear; that he would be able to walk if he put himself into a 
calm frame of mind regarding his condition, and that the 
separation of the symphysis, of which he had been informed, 
was of no practical consequence. Rapid passive motions were 
made, and he was asked to cooperate as best he could. After 
a dozen or more such passive motions had been made the leg 
was suddenly released, and it was found that he was using his 
leg with force and precision. From motions while on his back, 
instruction was continued while the patient was on his feet. 
There was a remarkably quick transition from helplessness to 
perfect control of motions of the legs, so that he walked out 
of the office without any difficulty whatever. 

In this particular case the mechanism seems to have been 
first pain, then fear, and as a resultant of the psychologic 
situation a physiologically wrong innervation of the muscles 
of the legs. The correction was a simple matter of encourage- 
ment, instruction and some trickery. (1 have labeled this trick- 
ery “legitimate hocus-pocus.’ 

Case 4.—A housewife, aged 35, also demonstrates that trau- 
matic hysteria may be genuine and that the patient suffering 
from such a condition may make an honest effort to get well. 
The patient was seen Dec. 5, 1934. A year before she was in 
an automobile accident. The car in which she was riding 
tipped over and all the passengers fell out in a heap. She was 
not rendered unconscious but was shaken, bruised and cut. 
She was out of bed in two days but noticed that the right arm 
commenced to shake. This continued, grew worse, and reached 
the stage at which she could not use the hand for writing or 
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for any of the ordinary purposes, so that she has been com- 
pelled to do most of her work with the left hand. Shortly 
afterward it was noticed that there was side-to-side, rotatory 
shaking of the head. There was no pain. Her sleep was poor; 
she tired easily. At times she became generally shaky. 

She was sturdy and well developed. There was at times a 
rotatory lateral tremor of the neck and head. This often dis- 
appeared but generally was quite conspicuous. The right arm, 
when extended, showed marked tremor, and this was quite 
extreme in the finger-to-nose test. The left arm showed a very 
slight tremor. Reflexes of the arms were equal and active. 
There was no apparent tremor of the right leg. Motions of 
the legs were intact. Reflexes of the legs were somewhat 
hyperactive and equal. There were no pathologic toe signs. 
There was a very marked midline right-sided diminution of 
sensation throughout, including the face, palate, right eye, right 
nostril, mucous membrane of the mouth and the right side of 
the chest and abdomen, including one half of the vagina and 
the entire right leg. The abdominal reflexes were normal. The 
visual field that concerned the right eye was diminished 
throughout; that which concerned the left eye was normal. It 
was also noted that the tremor of the arm depended on the 
overuse of the muscles concerned with motion. Any one can 
create a tremor of his arm who will overcontract the muscles 
of action, especially if he contracts the antagonists at the same 
time. There was some doubt as to whether this was not a case 
of multiple sclerosis, but the general alinement of symptoms 
and signs finally indicated that it was hysteria. 

The treatment here was first to change the anesthesia of the 
right side into normality by the use of the strong galvanic 
current; after the use of this current on a few occasions, the 
anesthesia disappeared. With relaxation exercises, together 
with the judicious use of stramonium, the tremor disappeared, 
and six months later there was only a slight amount present. 


There is no satisfactory explanation of the fact that 
half of the body disappears from consciousness so far 
as skin sensation is concerned. There is, of course, a 
numbness of the hands or any part of the body experi- 
enced under violent emotion, and it may safely be said 
that in the mechanism of emotional injury is the super- 
ficial explanation of hysterical anesthesia. The electric 
current was used merely to “recall” the part into con- 
sciousness. This it succeeded in doing. The tremor 
was obviously due to the wrong use of muscles. When 
this was corrected, the tremor disappeared. 

The next two cases concern situations that were so 
deeply rooted in the entire attitude of the patients that 
any ordinary approach, as involved in suggestion, 
explanation or the use of electric currents, was unavail- 
ing. Consequently, a more radical attack was instituted. 


Case 5.—G. K., a young man working as a laborer, felt a 
sharp pain in his back while doing some heavy work lifting. 
It happened that he was working for himself and, consequently, 
there was no medicolegal situation involved and therefore no 
“compensation neurosis.”” However, the pain increased to the 
point at which he became entirely incapacitated, and his back 
assumed a marked flexed position and the body was rotated 
somewhat to the left. He was in one of the important hos- 
pitals of Boston for about six weeks. Roentgenologic studies 
were instituted with the result that nothing organic was found, 
after which interest in him lapsed. A few efforts were made 
psychotherapeutically to encourage him to get up, with no 
results of importance. He was taken home and had been in 
bed some three months entirely helpless when he was seen. 

He was a stalwart young man and lay in bed, more or less 
curled up, the legs flexed on the abdomen, the back held rigid 
by contracture of the long muscles, which stood out like whip- 
cords and which could not be relaxed by persuasion, pleading 
or suggestion. It was then explained to him that he was hold- 
ing his back rigid more through pain and fear than through 
any organic situation. It was suggested that he take some 
ether; he was told that the muscles would be relaxed under 
ether; that when he “came to” he would be walking without 
His wife was instructed to assure 
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him that this would be the result until the therapeutic anes- 
thesia was to be given the next day. At the time appointed, 
he was anesthetized to the state just beyond primary ether. 
The muscles were entirely relaxed; the back became entirely 
straight. An assistant put him on his feet and held him in an 
erect position. He was then marched to and fro by the assistant 
and the patient’s wife. At the same time I spoke to him 
encouragingly, telling him that the pain was gone and that he 
was able to walk. As the ether wore off and consciousness 
returned, he found himself walking to and fro in an erect 
posture. As consciousness became clear, he discovered to his 
surprise that his back was free and flexible and that he was 
able to bend and to walk in a normal fashion. 

The patient was seen three years later. At this time he had 
pain in his back as a result of his work. This pain was 
declared by a competent orthopedic surgeon to be due to a 
sacro-iliac condition, for which he continued to have treatment 
for a long time. There was, however, no distortion of the back 
and no hysteria at this time. 

Case 6.—W. H., a man, aged 43, single, of high scholastic 
attainments and a professor in a great university, presented 
perhaps the most interesting case of this series. The per- 
sonality of this man is one that markedly deviates from the 
ordinary. He had a boyhood and youth of extreme struggle 
and great devotion to learning, a devotion that led through the 
garret type of existence to a chair in a university. He is a 
solitary man, entirely celibate, but undoubtedly his inner life 
is not so placid as his actions would lead one to believe. 

About fifteen years ago he had a neurosis which was asso- 
ciated with difficulty in swallowing. This difficulty never 
reached an extreme grade and after an extended rest he 
recovered, at least outwardly. His career continued and from 
time to time he had slight recurrences, which ran the following 
general course: There was first a loss of appetite with general 
anxiety, sleeplessness and fatigue. There developed fear of 
choking which, to some extent, was traceable to his excursions 
into psychiatric literature; then there appeared an inability to 
pass the food beyond the mouth, and finally the disappearance 
of the ability to swallow solid food and a marked difficulty in 
the swallowing of liquids. 

When he was seen, July 10, 1931, he had already been sick 
some six weeks. The attack was the worst he ever had. He 
had lost weight, although the anxiety had disappeared and he 
was sleeping fairly well, but the difficulty in swallowing had 
become quite central in the symptomatology and had reached 
the point at which a crisis had developed. “In swallowing he 
puts the fluid in his mouth; the tongue then gets in the way; 
he puts his head forward, gulps, strains, chokes, and in a con- 
siderable period of time manages to swallow part of a mouth- 
ful. By dint of considerable application and concentration he 
manages to do away with two or three glasses of milk a day 
at the expense of a large part of his time.” 

He was unable to receive treatment from the neurologist who 
cured him in his first major neurosis. He visited a psycho- 
analyst, who told him that it would take a long time to be 
psychoanalyzed and, consequently, he had better seek some other 
type of treatment because of the nutritional emergency. He 
was sent to a hospital. An effort was made to increase his 
appetite by bitter tonics and by exercise, but no real or sub- 
stantial change took place. It was then decided that, if the 
fear of swallowing could be displaced for a short time so that 
automatic swallowing could take place, he would recover. 

The only approach to this end seemed to be through anes- 
thesia. There were two treatments given. Prior to the first, 
he, was informed that on the following day he would be given 
anesthesia in a mild form; that when he recovered conscious- 
ness, he would be able to ‘swallow liquids without any trouble 
whatever. The next day he was given nitrous oxide. As he 
became unconscious, a glass of milk was put to his mouth. As 
he started to recover consciousness, he was instructed in per- 
emptory fashion to drink. He did this, drinking quite freely 
and by the time he recovered complete consciousness he found 
himself drinking with freedom and without any difficulty 
whatever. He continued to drink without any trouble there- 
after. Three days later the experiment was repeated, except 
that he was assured that he would find himself eating solid 
food. By this time he was quite prepared to believe that this 
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would be the case. When the mask was removed, a sandwich 
was handed to him. He was enjoined to eat it and the meal 
was finished by the adjournment of the physician, the assistant 
and the patient to a restaurant where all three had a hearty 
meal, the patient eating with as much dexterity as the others. 

In the four years that has elapsed the man has continued to 
be well. There has been no recurrence of the difficulty. What- 
ever deep and dynamic complexes are at work in his subcon- 
sciousness, they have not interfered with his success, and 
whatever role they may have played in the difficulty of eating 
and drinking has also disappeared back into the unconscious. 

Superficial as the treatment may have been, results were 
excellent. Moreover, this man is not the type who would 
yield himself to a psychoanalysis or any other intimate form 
of self revelation. His whole instinct is to hide his intimate 
feelings from the scrutiny of others. His solitariness is, in 
large measure, conditioned by this phase of his psychologic 
make-up. He continues to be a valuble member of society 
despite his shut-in personality. Probably it is better for 
scholarship and culture that he continues to manifest this 
peculiarity, since his singular excellence is probably dependent 
on his escape from the distractions of society. 


COMMENT 


These cases are undoubtedly of the kind that make 
up the roster of miracles, by which healers, saints and 
shrines build up their reputation. They are here 
recorded to show that the pathologic condition dis- 
appears when the symptoms are explained physiologi- 
cally and the therapeutics is rationally directed. 

Boston State Hospital, Dorchester. 


THE HEMOLYTOPOIETIC EQUILIBRIUM 
AND EMERGENCY SPLENECTOMY 


CHARLES A. DOAN, 
GEORGE M. CURTIS, M.D. 
AND 
B. K. WISEMAN, M.D. 
COLUMBUS, OHIO 


Despite the mystery that has surrounded the spleen 
in the past, and the ignorance that still persists with 
reference to the exact nature and variety of its physio- 
logic functions, two important activities are now defi- 
nitely established as centering in this organ: one, the 
reservoir capacity for red and white blood cells;+ the 
other, the phagocytic, destructive activity of the reticulo- 
endothelial elements, the clasmatocytes of the splenic 
pulp, for old or injured erythrocytes,’ granulocytes,'‘ 
and blood platelets. Under physiologic conditions 
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there is maintained in health a nice balance between 
bone marrow hematopoiesis and these splenic functions 
of cell storage and cell death. To express succinctly 
this reciprocal relationship between the organs sub- 
serving these antithetical functions, Krumbhaar * pro- 
posed in 1923 the term “hemolytopoietic equilibrium.” 
It has been the experience in medicine that, whenever 
any physiologic function is recognized for any organ, 
a disease entity due to a corresponding pathologic dys- 
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Chart 1.—Postsplenectomy cellular reactions in fourteen cases of con- 
genital hemolytic jaundice. 


function may be anticipated and sooner or later will 
be encountered. Specific clinical entities each involving 
a disturbance in one or more of the functions just 
mentioned for the spleen are known. In congenital 
hemolytic jaundice we recognize a simple dominant 
familial tendency for the erythroclastic functions of the 
spleen to become overemphasized to the point of clinical 
signs and symptoms. In certain types of purpura the 
thrombopenia may be of splenic origin. The leukopenia 
of Banti’s and of Felty’s syndromes is associated with 
splenomegaly. In each of these several pathologic 
states the surgical removal of the spleen in the more 
chronic stages of activity has resulted in clinical 
improvement coincident with the correction of the 
specific cytologic deficiencies involved. 

Experience with splenectomy in the past, however, 
has led to the almost universal dictum that operative 
intervention is distinctly contraindicated in the presence 
of an acute splenic crisis.° It is our belief, on the con- 
trary, that if the pathologic physiology of the spleen 
is adequately understood, and its relationship to the 
hemolytopoietic equilibrium recognized, splenectomy— 
emergency splenectomy if you please—is not only indi- 
cated in the more acute exacerbations but demanded as 
a life saving measure, whether the hemoclastic crisis is 
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of spontaneous or of precipitated origin, and irrespec- 
tive of the severity of the anemia that may develop. 

During the past five years our clinical investigation of 
diseases involving the spleen has resulted in advising 
and in consummating splenectomy in thirty-one cases. 
In each instance careful and thorough laboratory studies 
were made the basis for differential diagnosis and for 
an attempted appraisal of the hemolytopoietic equi- 
librium, preliminary to, during, and subsequent to 
removal of the spleen. Seventeen of the cases repre- 
sented a variety of syndromes—thrombopenic purpura, 
Banti’s disease, hypoplastic anemia, leukanemia (per- 
sistent extreme splenomegaly after two and one-half 
years of medical treatment), chronic myeloid and 
lymphoid leukemia (with intestinal obstruction from 
splenic tumor), and polycythemia vera (with cirrhosis 
and repeated hemorrhages from esophageal varices). 
The details of these cases will be presented elsewhere. 
The indications for removal of the spleen in each indi- 
vidual in this group we believe to have been valid, but 
in some instances, as parenthetically suggested, the cure 
of the principal underlying disease was not the basis 
for operating. The operative mortality in this group 
was five, three of the fatalities being far advanced cases 
of Banti’s syndrome; two patients with early Banti’s 
disease survived splenectomy and have been greatly 
benefited by the procedure up to the present writing. 
The technical difficulties of splenectomy in advanced 
Banti’s disease suggest reliance on ligation of the splenic 
artery as the procedure of choice if operative interven- 
tion is necessary. 

Fourteen splenectomies were performed with no 
operative deaths in patients with a readily established 
diagnosis of congenital hemolytic jaundice. In this 
second group, removal of the spleen was accomplished 
in four patients during a quiescent interlude of the dis- 
ease as a prophylactic procedure ; in five patients, opera- 
tive intervention was decided on during a_ subacute 
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_ Chart 2.—Acute splenoclastic crises, showing dramatic recovery tollow- 
ing emergency splenectomy. 


exacerbation of the hemolytic process, and in five 
critically ill patients the spleen was removed as an 
emergency procedure with the total red count rapidly 
approaching or actually under 1,000,000 cells per cubic 
millimeter in a fulminant, acute, hemoclastic crisis. 
While the evidence on which our decision to advise 
operation during the acute stage of an erythroclastic 
crisis was obtained from a careful study of the changes 
induced immediately following splenectomy in the more 


a 
Ads Garn | 
s200000 2903000; 8% 
| 2954400 (70 
| 3.000000 | 
| a No Chalecystostomy 58 
2800000 110000 ; tomy 
} Splenec 
Abs Gain 2900000 | Xa Splenectomy 
$,000 090 1440 000 |p VB | 1440 b Molecystectomy 20 days 
(790500 | 1288 splenect 
1080000 | 
} / 140,000 P700000 | 
4000000 2000000 
1§00000 
p——- 1150000 | 
ivi i/ 1800000 ! 
3000000: d/ 20,000 } 
1400000 | \ Ads Gar 
960.000 Xde Xa Wi400| 220 Vi St | 
4 
2000000} | | 1000000 i 110 
j wod | 000 771580 4% q 
} 140000 +-Nernal 0000' | } 
wei | | 20,0004 VAX 
b Cholecystectomy 20days | 
6.—_ - —— 0 


Votume 105 
UMBER 20 


chronic phases of the disease ® (chart 1), we shall limit 
this discussion to the results of emergency splenectomy, 
the more sharply to emphasize the spectacular hemato- 
logic and clinical recoveries (chart 2) that at times 
follow speedily on the removal of this organ, and at the 
same time to point out the grave dangers to life which 
exist when the spleen begins to exert an excessive 
destructive action on any of the circulating elements of 
the blood and/or an undue inhibitory effect on bone 
marrow hematopoiesis. 

Much discussion continues to center about the relative 
roles of spleen and bone marrow in certain hemato- 
cytopenic states. In those deficiency states of the blood 
entirely unrelated to the spleen, the removal of this 
organ is not only useless but definitely contraindicated. 
The most meticulous differentiation of underlying 
mechanism in each case must therefore precede the 
outlining of any rationale of therapy. Our emergency 
splenectomies, i. e., those performed with the total red 
count near the 1,000,000 level, have been limited to 
patients with congenital hemolytic jaundice, to selected 
instances of thrombopenic purpura, and to certain cases 
of hypoplastic anemia. In the first condition we believe 
that the spleen is the primary seat of the pathologic 
condition; in the latter two, the splenic influence may 
represent an important factor in the existing cellular 
disequilibrium. 

HEMOLYTIC JAUNDICE 

The sensitiveness and lability of the “zonal” cellular 
variations from moment to moment, as revealed in care- 
fully controlled, frequently repeated, counts of the 
peripheral blood elements, were established some years 
ago * and have been repeatedly confirmed. As a conse- 
quence, in our first studies of clinical cases of chronic 
congenital hemolytic jaundice ® daily estimations of the 
various cell levels were made for periods of three 
months or longer to establish thoroughly the range of 
fluctuation existing before operative intervention was 
undertaken. Then on the day of operation blood studies 
were made at fifteen minute to half hourly intervals 
throughout the day, with the astonishing discovery that 
instead of the erythrocyte increase, as described in the 
literature, coming in from one to three months follow- 
ing the removal of the spleen, a major increase, fre- 
quently of 1,000,000 or more red blood cells per cubic 
millimeter, occurred immediately—before the patient 
left the operating table, irrespective of the preoperative 
level of the total red cells. This phenomenon was 
observed not occasionally or sporadically but regularly, 
whenever sufficient hematologic studies were made 
(chart 1). Hemoglobin, hematocrit, leukocytes and 
thrombocytes likewise rose promptly in sufficient 
magnitude, coincident with a dramatic clinical improve- 
ment, to suggest strongly an absolute increase in avail- 
able circulating elements rather than a concentration 
phenomenon of the plasma only. A progressive decrease 
in icterus index and reticulocytes, which always follows 
removal of the spleen in hemolytic jaundice, reflected 
the elimination or subsidence of the hemolytic process. 
Moreover, the gradual return of the red cells to a more 
nearly normal diameter and volume, and the increase 
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to a more nearly normal range of their resistance to 
hypotonic saline solution seemed to be evidence of the 
increased efficiency of the bone marrow in the absence 
of splenic influence. In short, the data obtained sug- 
gested that the epinephrine stimulated and manipula- 
tively induced disgorgement of the sequestered blood 
cells from the splenic reservoir incident to operation, 
and the sudden elimination of the destructive activity 
of the splenic phagocytes renders more effective the 
unusually active erythrocyte delivery and erythropoiesis 
that characterize the bone marrow in hemolytic anemia. 
Subsequent blood volume studies have established 
beyond question the validity of these first assumptions. 

The gradual accumulation of such facts as have been 
cited formed the background for a growing conviction 
that, given proper medical judgment and adequate 
surgical management, the patient in acute erythroclastic 
crisis should respond even more dramatically and 
promptly to the surgical removal of the spleen than 
those patients seen in the subacute and chronic phases. 
The first test of this hypothesis came in a little girl: 


Case 1 (chart 2).—G. P., a girl, aged 4 years, during the 
month of August 1933 became gradually less active, fatigued 
easily, grew pale, then slightly icteric, and when finally seen 
by her physician had only 869,000 red blood cells per cubic 
millimeter. Despite intensive liver therapy, at the end of ten 
days the red count was only 600,000, the jaundice had increased, 
the spleen had become palpable, the peripheral lymph nodes 
were shotlike, and, a high leukocyte count being recorded, the 
diagnosis of acute lymphatic leukemia was made. In consulta- 
tion, however, on careful laboratory study, we found the 
apparent elevation of the leukocyte count to represent for the 
most part nucleated red blood cells with little qualitative or 
quantitative deviation of the leukocytic formula from the 
normal. Approximately 100 per cent of the red blood cells 
were found to be reticulated, and a macrocytosis rather than 
the usual microcytosis existed in this child. The mother and the 
maternal grandfather, who were examined at once, both showed 
the laboratory stigmas of congenital hemolytic jaundice. The 
child was moribund. It was decided to give a sma!l transfusion, 
since the jaundice was slight, indicative of liver efficiency in 
handling satisfactorily the increased pigment, and the renal func- 
tion was apparently good. Following 200 cc. of the father’s 
matched blood a temporary rise in the total red count to 900,000 
occurred; however, within twelve hours the count again totaled 
only 660,000 and the hemoglobin 2 Gm. per hundred cubic centi- 
meters. A second transfusion of 200 cc. from the original 
donor raised the count to 1,190,000, but twelve hours later the 
erythrocyte count was 810,000; the jaundice had perceptibly 
deepened; the spleen had definitely increased in size; the tem- 
perature was 101.8 F., pulse 120, respirations 30, systolic blood 
pressure 75, diastolic unobtainable. It was perfectly obvious 
that more transfusions were contraindicated; liver therapy had 
already been given a ten day trial by the first attending phy- 
sician. The only possible hope lay in splenectomy, if the child 
could survive the ordeal. The courageous parents accepted this 
decision after a full explanation of the facts, and an emergency 
operation was performed at midnight by Dr. Verne Dodd, 
surgeon-in-chief, at the University Hospital, under nitrous 
oxide-oxygen-ether anesthesia. The spleen as removed weighed 
212 Gm. Immediately prior to operation, at 11 p. m., the 
patient had a temperature of 101 F., pulse 112, blood pressure 
98 systolic and 0 diastolic, total red cells 1,020,000, hemoglobin 
3.7 Gm., reticulocytes 99 per cent, leukocytes 15,000. Immedi- 
ately at the conclusion of the operation, at 1 a. m., the tempera- 
ture was 101.6 F., pulse 132, blood pressure 106 systolic and 
40 diastolic, total red cells 2,070,000, hemoglobin 6.0 Gm., leuko- 
cytes 34,000 with no immature myelocytes present, reticulocytes 
89 per cent, erythrocyte fragility 0.707-0.412. Nine hours 
after the operation the reticulocytes had fallen to 68 per cent, 
at nineteen hours to 55 per cent and by the fourth day to 23 
per cent, thereafter showing a gradual but steady decrease to 
within the limits for normal by the thirty-eighth postoperative 
day. The blood platelets rose from a preoperative level of 
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330,000 to 1,540,000 on the third postoperative day, to 2,400,000 
on the tenth, and to 3,233,000 on the twenty-third ; by the sixty- 
seventh day the platelets numbered 890,000, a high normal that 
has been maintained since. By the twentieth postoperative day 
the erythrocyte fragility range had fallen to 0.495-0.300 and 
at the end of one year to 0.471-0.300, a remarkable reduction 
from the original 0.707-0.412. At no time following the 
operation did the red cell level fall below 2,000,000 cells. The 
immediate release of increased red cells following the tying 
of the splenic pedicle was reflected clinically by the pink flush 
which suffused cheeks, ears and mucous membranes at the 
operating table. What two blood transfusions of 200 cc. each 
and much liver extract had failed to accomplish, the removal 
of the spleen consummated instantly. Chart 2 case 1 graphically 
depicts the erythrocyte curve for the first year and a half since 
splenectomy and this may be taken as an index of the patient’s 
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Chart 3 (case 2).--Congenital hemolytic jaundice: Spontaneous acute 
hemoclastic crisis with rapid recovery following emergency splenectomy. 


continuing gain in appetite, weight, hemoglobin (now 13.5 Gm.) 
and every other physical and mental attribute. 


The question as to the mechanism involved in the 
sudden release of erythrocytes following splenectomy 
led naturally to studies of the blood volume before and 
after operation. Case 2 is an example of one such 
study : 


Case 2.—V. T., a woman, aged 20, two of whose brothers 
we had seen prev iously in acute hemoclastic crises, was brought 
to the hospital in a semicomatose state, with marked cardiac 
murmur. It was at once evident that a profound anemia 
existed; there was a moderate degree of jaundice. Three 
weeks before the present episode the patient, while visiting 
her brother, who had undergone splenectomy for active con- 
genital hemolytic jaundice, was examined and found to have 
a total erythrocyte count of approximately 3,500,000 cells. 
Laboratory studies on admission revealed a total red count 
of 900,000 cells, hemoglobin 2.9 Gm. (Newcomer), leuko- 
cytes 4,850, blood platelets 232,200, icterus index 27, reticulo- 
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cytes 0.4 per cent, erythrocyte fragility 0.550-0.282, and mean 
erythrocyte diameter 5.80 microns. The supravital differential 


count was: neutrophils, 50 per cent; metamyelocytes, 2 per 
cent; lymphocytes: small, 18 per cent; intermediate, 8 per 
cent; large, 2 per cent; monocytes, 20 per cent. Despite the 


low reticulocyte percentage (in sharp contrast to the 100 
per cent reticulocytes in case 1 under identical circumstances 
of spontaneous crisis with red cell count under 1,000,000), it 
was obvious that during the three weeks interval a spontaneous 
erythroclastic crisis had developed. The question of whether 
the bone marrow was exhibiting an exhaustion phenomenon 
in failing to respond with reticulocytes could be answered only 
by the therapeutic test. With the family trait established and 
the results of the laboratory and physical examinations as 
indicated, it seemed unwise to delay operation. The patient 
arrived at the hospital at 3 p. m. and by 9 o'clock was on the 
operating table. The laboratory data immediately before opera- 
tion were essentially as already given for the admission studies. 

Blood volume determination with vital brilliant red (chart 3) 
revealed an actual plasma volume of 4,270 cc. in contrast to a 
theoretical normal, calculated on the basis of body weight, of 
2,430 cc. The estimated total packed cell volume on the basis 
of hematocrit readings (8 per cent) and determined plasma 
volume was 412 cc. as contrasted with a theoretical normal of 
1,990 cc. Immediately following the removal of an 811 Gm. 
spleen the total red cells were found to have increased from 
under 1,000,000 to 2,400,000 per cubic millimeter, hematocrit 
from 8 to 17.8 per cent, hemoglobin from 3 to 6 Gm. (New- 
comer), and total red cell volume from 412 to 744 cc.; the 
plasma volume had fallen slightly to 3,900 cc. The subsequent 
course of events may be readily followed from the detailed 
information contained in chart 3. By the twenty-sixth post- 
operative day the total red cell volume had reached 1,394 cc., 
which is within 50 cc. of the calculated normal if the micro- 
cytosis that existed is used as the basis for the calculations 
(chart 3). 

From marble pallor to pink cheeks, lips and ears was a 
matter of minutes, and the roughness and intensity of the cardiac 
murmur over the entire precordium before operation had sub- 
sided almost to inaudibility by the time the patient was returned 
to her room. No remnant of auscultatory evidence of cardiac 
disturbance can now be made out in this patient. Blood volume 
studies on the fifty-eighth postoperative day showed the reestab- 
lishment of an entirely normal blood plasma-erythrocyte volume 
ratio to have been accomplished. The period of hospitalization 
was twenty-four days. 


The importance of accidents and of medical illnesses 
as precipitating events in the accentuation of the hemo- 
lytic process in susceptible individuals is an established 
fact. It would be anticipated, therefore, that any major 
operative procedure necessitated in a patient harboring 
the congenital icterus trait might well precipitate a 
hemoclastic crisis. Indeed, it is so inevitable by the 
very nature of the precarious equilibrium which is 
usually maintained in these cases that preparations 
should always be made to meet an emergency before it 
arises. One of our patients presents an excellent 
example of the point in question: 

Case 3 (charts 2 and 4).—H. L. S., a man, aged 50, a mail 
carrier, admitted to the research service of the University Hos- 
pital by ambulance from Akron, Ohio, Dec. 4, 1933, complained 
of epigastric pain and a deepening jaundice of six days’ dura- 
tion. November 29, while delivering mail, he had experienced 
an acute attack of severe epigastric pain with vomiting, which 
suddenly and completely disabled him. During the next eighteen 
hours a definite jaundice appeared, which grew progressively 
deeper. The pain was intermittent, alternating between a dull 
ache and sharp, lancinating exacerbations radiating to the right 
scapular region. He lost approximately 20 pounds (9 Kg.) in 
less than a week. No acholic stools were noted. The tem- 
perature was from 97.2 to 98.2 F., the pulse from &0 to 88, red 
cells 3,600,000 and hemoglobin 70 per cent. 

Our first laboratory examinations showed: red blood cells, 
3,820,000; hemoglobin, 12.4 Gm.; color index, 1.05; reticulo- 
cytes, 7.6 per cent; hematocrit, 38 per cent; mean diameter of 
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the red blood cells, 6.88 microns; mean cell volume, 100 cubic 
microns; mean corpuscular hemoglobin, 32 micromicrograms ; 
mean corpuscular hemoglobin concentration, 32 per cent; 
erythrocyte fragility, 0.582 to 0.300; corrected erythrocyte 
sedimentation, 0.6 mm. per minute; icterus index, 882; white 
blood cells, 12,000, with 92 per cent neutrophilic leukocytes, 
1 per cent basophils, 1 per cent small lymphocytes, 6 per cent 
monocytes, no immature forms; the blood was type AB. The 
urine was normal save for the high concentration of bile. The 
stools were of normal color and consistency and there was no 
occult blood. The direct van den Bergh test was immediately 
positive and the quantitative indirect test was 21 mg. The 
blood cholesterol was 197 mg., further confirming the relative 
quiescence of the hemolytic process. Wassermann and Kahn 
reactions were negative and remained consistently so. The 
electrocardiographic studies revealed no significant cardiac 
abnormality. On roentgen examination a small annular shadow, 
about 1 cm. in diameter, was discernible just to the right of 
the upper part of the third lumbar vertebra; the gallbladder 
was nonfilling. 

During the next forty-eight hours the red count fell to 
3,000,000, the hemoglobin to 11 Gm., the reticulocytes rose 
gradually to 14.2 per cent, and the icterus index decreased 
appreciably to 652, 555 and 428 and then started to rise again 
to 440. 

The observations thus indicated an icterus of double origin; 
first an older fairly quiescent congenital hemolytic form, with 
splenomegaly, and, secondly, a recent, acute, obstructive form, 
due to common duct stone. Since some 70 per cent of patients 
with hemolytic icterus are known to develop pigment calculi 
in the gallbladder, such an incident as described is easily 
explained and may be anticipated in these patients. The hemo- 
lytic factor in the beginning was negligible, but, as frequently 
happens, the trauma incident to the obstructive symptoms began 
to activate the hemolytic process. Two courses of management 
had therefore to be considered: (1) immediate splenectomy, to 
stop an impending erythroclastic crisis, or (2) a prior chole- 
cystostomy, in the attempt to relieve the acute cholemia and 
prepare the way for a safer hemostasis in whatever major 
operative procedures might be required subsequently. The 
relatively good level of red cells and hemoglobin, with as yet 
little evidence of severe hemolysis, determined our decision to 
follow the second ceurse, hoping that the anticipated precipi- 
tation of an acute hemoclastic crisis might be delayed long 
enough to permit of a subsidence of the major part of the 
obstructive element in the jaundice. 

On the night before, and again on the morning of operation, 
the patient was prepared for laparotomy by the intravenous 
administration of 5 Gm. of calcium chloride in 200 cc. of 
physiologic solution of sodium chloride and by a hypodermo- 
clysis of 1,500 cc. of Ringer’s solution containing 5 per cent 
dextrose. 

Cholecystostomy was accomplished uneventfully under local 
anesthesia supplemented by nitrous oxide-oxygen between 10 
a. m. and noon, December 7. 

Prompt and rapid relief from the cholemia ensued. By the 
afternoon of the day of operation the icterus index had dropped 
to 250, the next morning it was 164, and forty-eight hours after 
the operation it was 94. However, during the first thirty-six 
hours the erythrocytes decreased a million cells and the hemo- 
globin 3.7 Gm., while the reticulocytes rose coincidently to 
20 per cent. Frequently repeated observations confirmed the 
acuteness and the severity of the erythroclastic crisis, which 
had been threatened by the original spontaneous obstruction 
and which, by the manipulation and trauma incident to the 
operation, had become fully precipitated. The red cells con- 
tinued to fall rapidly, to reach a low of 1,610,000 by 9 p. m., 
December 9; the hemoglobin fell to 3.9 Gm. and the cholesterol 
to 130 mg., at which time the icterus index had ceased to fall 
and had begun to rise again from 94 to 125 within seven hours. 
A sharp change in the clinical picture occurred, and it was 
apparent that a fatal outcome threatened, unless adequate 
measures were promptly instituted. Transfusion was definitely 
contraindicated. From the experiences already cited, it seemed 
evident that splenectomy was the only rational measure to 
employ to arrest this unusually severe, though anticipated, 
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hemolytic complication, and it was felt that we could reasonably 
count on the customary postsplenectomy autotransfusion in the 
convalescence, if the operative procedure itself was safely 
accomplished. 

The patient was prepared immediately, therefore, for his 
second major operation within sixty hours with calcium, dex- 
trose and fluids, as before. At 10 p. m., December 9, just 
fifty-eight hours after the cholecystostomy, an emergency 
splenectomy was successfully performed under local and nitrous 
oxide-oxygen anesthesia. Epinephrine, 1 cc., was administered 
twenty minutes before the splenic pedicle was clamped to 
ensure maximum contraction of the organ. The spleen was 
removed through a left subcostal Kocher incision without undue 
difficulty or untoward incident. The blood pressure remained 
around 140 systolic, 50 diastolic, throughout the procedure and 
prompt postanesthetic recovery followed. 

The spleen weighed 1,740 Gm. and measured 22 by 15 by 
9 cm. It was firm and contracted. The white opaque capsule 
was in some places as thick as 4 mm. The splenic parenchyma 
was dark red, cellular, somewhat friable and more fibrous than 
normal. Microscopically the pathognomonic picture of hemo- 
lytic icterus, including infrequent atrophic follicles, erythrocytic 
engorgement, prominent edothelial nuclei and clasmatocytes, 
and empty sinuses, was confirmed. 

Immediately on the removal of the spleen the unfavorable 
course of events of the preceding forty-eight hours was strik- 
ingly changed. The red cells immediately after operation 
jumped to 2,380,000 (a gain of approximately 800,000), with 
the hemoglobin 6.6 Gm. (a gain of 2.7 Gm.). The icterus 
index again showed a downward trend with a reading of 100. 
These results and the other clinical and laboratory data were 
doubly significant in that they not only reflected an actual, 
almost instantaneous, increased availability of important cel- 
lular elements essential to the vital functions of the body but 
at the same time revealed as a part of the mechanism of 
accomplishment of that end the abrupt termination of the ful- 
minating hemolytic process, which had so rapidly plunged the 
patient into extreme danger. The steady upward trend of the 
red cells and hemoglobin from this point, the prompt return 
of the reticulocyte percentage and icterus index to normal, and 
the leukocytic reaction may be followed in chart 4. At no 
time in the subsequent stormy convalescence (cholecystoduo- 
denostomy and lung abscess) was the hemolytopoietic equi- 
librium again seriously disturbed, the bone marrow meeting all 
demands promptly and efficiently as they arose, without any 
evidence of decompensation or incapacity. 


THROMBOPENIC PURPURA 

The similarity and dramatic suddenness with which 
certain types of acute, fulminant thrombopenic purpura 
can be arrested by emergency splenectomy have led 
us to incorporate one such instance, which has come 
under our immediate care, in this communication. Our 
chief interest throughout these studies of the past 
decade, whether they have been animal experiments or 
human clinical problems, has been the further under- 
standing of the pathologic physiology of the spleen. 
This organ has been amply demonstrated to contain 
within itself the potential sources for inhibition of 
marrow hematopoiesis or/and the sequestration and 
destruction of the circulating elements of the blood 
emanating from the marrow. The same fundamental 
considerations apply, therefore, whether the chief 
pathologic manifestation of such activities is reflected 
primarily in red cells, in the platelets or in the 
granulocytes. 

While accepted as a procedure of some promise in 
the more chronic thrombopenic states, the question of 
the safety and rationale of splenectomy under the . 
critical circumstances attending an acute thrombo- 
clastic crisis continues to be debated, even as in hemo- 
lytic jaundice. The consensus of the best surgical 
opinion at the moment seems to be against operation 
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except in those instances in which some degree of 
chronicity exists, or may, by medical means, be 
induced.® 


Case 4 (charts 2 and 5).—E. M., a Negro girl, aged 17 years, 
was admitted to University Hospital as a transfer from another 
hospital, June 23, 1934, with the diagnosis of aplastic anemia 
with symptomatic purpura. 

The laboratory studies showed an anemia of 1,770,000 red 
blood cells, hemoglobin 4.9 Gm. (Newcomer), color index 0.9, 
reticulocytes 57 per cent, erythroblasts 1,200, normoblasts 2,400 
per cubic millimeter, mean erythrocyte diameter 8.6 microns 
with both anisocytosis and poikilocytosis extreme on direct 
examination but with no “sickling,” immediate or delayed; 
erythrocyte fragility was markedly decreased, hemolysis start- 
ing at 0.319 and not complete until something less than 0.210 
salt equivalent; icterus index 6; leukocytes 30,000, with 67 per 
cent actively motile, mature, neutrophilic granulocytes, 5 per 
cent myelocytes C and metamyelocytes, 1 per cent eosinophils, 
18 per cent lymphocytes, 9 per cent monocytes; blood platelets 
3,500; bleeding time twenty-three minutes; coagulation time 
(Howell) eleven minutes; calcium time twelve minutes; pro- 
thrombin time twelve minutes; no clot retraction in twenty- 
four hours; tourniquet test (50 mm. of mercury) showed 
innumerable petechiae after ten minutes. The Wassermann and 
Kahn tests were negative; carbon dioxide combining power 36; 
blood group O. Blood cultures were negative. The daily tem- 
perature fluctuation ranged from 99 F. to 104 F. 

In spite of intensive medical treatment—intramuscular whole 
blood 50 cc. within the first twenty-four hours and 500 cc. 
intravenously during the second day, electrical cauterization 
of the cervical canal with firm packing, oral hygiene, orange 
juice 1 pint three times a day, viosterol 10 minims (0.6 cc.) 
three times a day 1° and a high fat-protein diet 11—the total 
red blood cell count fell rapidly until on the morning of the 
fourth day it was found to be only 725,000, hemoglobin 2.4 Gm., 
nucleated red cells 6,000, reticulocytes 30 per cent and leu- 
kocytes 25,000, with absolutely no blood platelets to be found 
(chart 5). The patient was comatose and moribund. An 
emergency transfusion of 700 cc. of blood at 11 a. m. raised the 
red count to 1,230,000; another of 400 cc. was given at 7 p. m. 
the same day. The blood count at 7:45 the next morning, 
June 28, showed erythrocytes 1,660,000, hemoglobin 4.9 Gm., 
leukocytes 10,800, blood platelets, 0. The clinical condition of 
the patient was the best it had been since admission, tempera- 
ture 99.6 F., pulse 88, respiration rate 24, blood pressure 100 
systolic, 58 diastolic. The mentality was clear; the patient was 
bright and responsive. It was decided thereupon to resort to 
surgery without further delay, a ligation of the splenic artery}? 
to be attempted if splenectomy for any reason seemed inad- 
visable. 

Under local procaine hydrochloride and nitrous oxide-oxygen 
anesthesia a spleen weighing 225 Gm. was removed without 
difficulty and with a minimum loss of blood. At the conclusion 
of the operation the pulse was 96, respiration rate 24, blood 
pressure 140 systolic, 90 diastolic, red blood cells 1,990,000, 
reticulocytes 15 per cent, hemoglobin 5.9 Gm., leukocytes 14,800, 
blood platelets 21,900. The maximum leukocyte count of 52,000 
with 85 per cent active mature neutrophils was reached twenty- 
four hours after operation, the red cells at that time being 
2,230,000, hemoglobin 6.2 Gm. and blood platelets 89,000, with 
all bleeding stopped. 

The blood platelets, showing a marked variation qualitatively 
in individual size, increased steadily in number on every count 
after operation until a total of 395,000 was reached on the 
fourth postoperative day, following which there was a gradual 
fall during the next eight days without symptoms or signs. A 
spontaneous recovery carried the total to 748,000 by the twenty- 
second postoperative day. The condition of the mouth cleared 
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promptly with the cessation of the hemorrhages; the offending 
molar was extracted on the fifteenth postoperative day, and the 
teeth and gingivae were given much needed attention. The 
red cells never again fell below 2,000,000; the reticulocytes 
promptly decreased, and both hemoglobin and cell count rose 
gradually until on the twentieth day 3,400,000 erythrocytes were 
recorded. The bleeding time became normal, clot retraction 
occurred promptly and the tourniquet test was negative for 
petechiae after ten minutes at 50 mm. pressure of mercury. The 
temperature and pulse returned to within normal limits by the 
ninth day and the patient was discharged from the hospital 
on the twenty-second postoperative day. 

The patient has maintained an entirely normal existence for 
the past year, with the platelet count maintained at or above a 
million units per cubic millimeter consistently (chart 5). 


CONTROL OBSERVATIONS 


The influence of any major surgical procedure and 
of anesthesia on the cellular equilibrium of the blood 
and on the blood producing and blood regulating mecha- 
nisms of the body must be known before any specificity 
may be attributed to the changes noted following 
splenectomy. In chart 1 it will be noted that in two of 
the patients with hemolytic jaundice other major oper- 
ative procedures were carried out. 

In chart 4 the influence of cholecystostomy before 
and of cholecystoduodenostomy after splenectomy may 
be compared in the same individual. Only following 
splenectomy were the spectacular recovery changes in 
the hemolytopoietic equilibrium apparent, a precipitous 
hemoclastic crisis being stopped instantly with removal 
of the spleen, just fifty-eight hours after a major oper- 
ative procedure in the opposite abdominal quadrant. 

Chart 6 carries the cytologic changes in fourteen 
cases in which operation was done for a variety of 
conditions, and illustrates the lack of uniformity in 
the degree and the direction of the reactions. 

It would seem fair to conclude that the removal of 
the spleen removes certain inhibitory and destructive 
influences which ordinarily affect all the circulating 
units, including the lymphocytes, which, after a latent 
period of some two weeks, definitely seek a new and 
higher level in the circulation. The surgical removal of 
other body structures does not seem to influence the 
cellular equilibriums of the blood to the same extent. 

A million gain the first twenty-four hours, with the 
consolidation of the gain during the first week; the 
second million gain by the end of the first month, and, 
following that, a more or less rapid ascent to an 
absolutely normal erythrocyte level is the story depicted 
in chart 2 for the six individuals who have undergone 
emergency splenectomy as described. 


ETIOLOGIC CONSIDERATIONS 

Our studies of the past five years have led us to 
incriminate the spleen as the major pathologic agent 
in hemolytic jaundice for the following reasons: 
1. Qualitative changes in the erythrocytes—microcytosis, 
increased reticulocytosis and increased fragility—are not 
necessarily present in every clinical case, even with 
acute symptoms. 2. Anemia, when present, is always 
accompanied by acholuric jaundice or other evidence of 
excessive hemolysis. 3. The more severe the anemia 
the greater the bone marrow activity, as measured 
either by reticulocytosis (usually the higher the reticulo- 
cytes the more severe the hemolysis) or by direct 
observations of erythroblastic hyperplasia of the bone 
marrow. 4. Splenomegaly, and the number and activity 
of the splenic phagocytes, fluctuates directly with the 
severity of the anemia and the icterus. 5. The splenic 
artery, in several instances of sampling just prior to 
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ligation, contained more cellular elements than the 
splenic vein. 6. The epinephrine test reveals an exces- 
sive cellular sequestration capacity of the spleen in 
congenital jaundice. The data accumulated following 
splenectomy further support this thesis in that: 
7. Hemoclastic crises, spontaneous or precipitated, may 
be terminated instantly by successful removal of the 
spleen and do not recur. 8. The total volume of circu- 
lating red blood cells becomes immediately increased, as 
much as 77 per cent of the original volume. 9. A nor- 
mal erythrocyte equilibrium is reestablished and indefi- 
nitely maintained, with 10. Restitution of a relatively 
normal bone marrow—functionally and topographically 
—as reflected by the reduction to normal of the erythro- 
blastic hyperplasia, the disappearance of the high 
peripheral reticulocytosis, the recovery from the myeloid 
hypoplasia with correction of the peripheral neutro- 
penia, the elimination of the megacaryocytic hypoplasia 
or hypofunction with reversal of the peripheral 
thrombopenia and the maintenance of an _ elevated 
thrombocytosis, the return of the erythrocyte diameters 
(Price-Jones curves) more nearly to the established 
limits for normal, a decrease in the erythrocyte volume- 
thickness index (Haden), and the increase in erythro- 
cyte resistance sometimes to an entirely normal range, 
and finally, 11. The clinical recovery is complete and 
permanent so far as the hemolytic tendency is 
concerned. 

The facts that relate to the pathologic physiology of 
the spleen as inferred from this study may be applied 
in other instances to appraise the significance of the 
spleen in less clearly defined syndromes. The objective 
in all analyses of biologic problems should be an under- 
standing of the underlying mechanisms involved, and 
all therapy should be directed toward a correction of, 
or, as in this instance, to the elimination of the dys- 
functioning unit. Once the physiologic mechanism is 
understood and the technical facilities for testing its 
efficiency and adequacy are available, the physician may 
hope to place his therapy on a rational basis. 


CONCLUSIONS 

1. The pathologic physiology of the spleen may be 
manifest through either or both of two mechanisms 
(a) inhibitory, (b) destructive—and may affect any or 
all of the circulating blood elements. 

2. The spleen is the major pathologic agent in con- 
genital hemolytic jaundice. 

3. Splenectomy is indicated as a prophylactic measure 
against clinical exacerbations of excessive hemolytic 
activity in the chronic and subacute manifestations of 
the disease. 

4. Splenectomy is also the therapeutic procedure of 
choice in acute hemoclastic crises, whether the crisis is 
of spontaneous or of precipitated origin, and regardless 
of the severity of the anemia. 

5. The immediacy of the erythrocyte response fol- 
lowing splenectomy in hemolytic jaundice is dramatic, 
occurring on the operating table. It is usually a million 
or more cells per cubic millimeter in quantity and repre- 
sents a true increase in total available circulating units. 
This autotransfusion removes the necessity for pre- 
operative and/or postoperative transfusions. 

6. Splenectomy is not contraindicated in properly 
selected cases of thrombopenic purpura in acute crisis, 
provided adequate preoperative blood transfusions are 
given. The immediacy of the beginning recovery and 
reappearance of blood platelets in the circulation fol- 
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lowing splenectomy in thrombopenic purpura may be 
quite as dramatic as the changes noted in hemolytic 
jaundice. 

7. The responses recorded following splenectomy in 
this series are not the result of the operative or anes- 
thetic influences per se, since the same studies in a 
series of miscellaneous operations performed under 
identical conditions did not yield similar results. More 
impressive still, three major operative procedures other 
than splenectomy were performed either before or after 
splenectomy in two patients with hemolytic jaundice, 
and the cellular responses were quite unlike. 

We are indebted to Drs. Verne Dodd and Luke Zartman for 
the splenectomies in cases 1 and 2 and to Dr. Carl Moore, 
National Research Council Fellow in this department, for the 
blood volume studies; also to Drs. Lowell Erf and M. M. Har- 
graves, medical residents, and to Dr. Louis Barron, surgical 
resident in the Research Service, University Hospital, for assis- 


tance and cooperation in the care of certain of the patients in 
this series. 


ABSTRACT OF DISCUSSION 

Dr. Irvin Louisville, Ky.: I was particularly 
impressed by the advocacy by the authors of immediate splenec- 
tomy in hemolytic and purpuric crises, a course diametrically 
opposite to that which heretofore has been thought the wisest 
to follow. In the light of their results the proposal merits 
one’s earnest consideration. Advantage has been taken of the 
reservoir function of the spleen and the fact that it can be made 
to empty itself by the injection of epinephrine, to prevent the 
loss of its stored blood during splenectomy. After the incision 
has been made and the spleen exposed, an injection of epineph- 
rine is given causing the organ to contract, forcing its contained 
blood into the general circulation and at the same time effecting 
a decrease in size and an increase in consistency that may 
facilitate its removal. Complete and repeated blood studies 
constitute the essential factor in deciding for or against opera- 
tion and, in the event of the former, in determining the time 
of its performance. 

Dr. G. M. Curtis, Columbus, Ohio: During the last thirty- 
two months I have performed twenty-seven splenectomies for 
various blood diseases. The blood picture has been followed 
thoroughly previous to, immediately after and subsequent to 
removal of the spleen. The outstanding success has been in 
congenital hemolytic icterus. These patients have all survived. 
My outstanding failure has been in attempting splenectomy for 
late Banti’s disease. Owing to extensive adhesions and unusual 
vascularity, this is a technically difficult and hazardous pro- 
cedure. Occasionally in hemolytic icterus the enlarged spleen 
is adherent to the diaphragm. However, a useful cleavage plane 
may be found between the thickened capsule and the pulp. This 
is not possible in Banti’s disease, since the sclerosis involves 
the connecting capsular trabeculae. It is the usual teaching 
that the acute hemoclastic crisis of congenital hemolytic icterus 
and the acute thromboclastic crisis of thrombocytopenic purpura 
contraindicate splenectomy. This is not my experience. I have 
made three splenectomies for the acute crisis occurring in con- 
genital hemolytic icterus. My colleagues have made two more. 
I have made one splenectomy for the acute crisis of thrombo- 
cytopenic purpura. These six patients recovered, are all living 
and are well. The rationale of this departure from the common 
teaching followed a cooperative study with my colleagues Doan 
and Wiseman. Following our first splenectomies there ensued 
a definite and immediate postoperative rise of the red cells and 
of the hemoglobin. Dr. Doan has presented those data. This 
amounted essentially to an autotransfusion. The evidence 
became convincing that the spleen is primarily responsible for 
the increased blood destruction. Therefore when an acute crisis 
came it seemed logical to remove the spleen. From our previous 
studies we depended on a postoperative autotransfusion. In 
certain cases of failure after splenectomy for congenital hemo- 
lytic icterus or for thrombocytopenic purpura, we would advise 
searching for an accessory spleen. We find them in making 
these splenectomies. Therefore it is reasonable to assume that 
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when the symptoms recur they may be due to an accessory 
spleen. These results consider a further indication for splenec- 
tomy. They afford added hope in the control of severe hemo- 
clastic crises and throw more light on the pathologic physiology 
of the spleen. This newer information should prove of value 
in evaluating the fundamental rule of the spleen in blood 
dyscrasias. 

Dr. B. K. Wiseman, Columbus, Ohio: My feeling with 
regard to hemolytic icterus is that all these patients should be 
operated on as soon as the diagnosis is made. Many, probably 
most, of these patients show little of the external manifestations 
and not very much of the hematologic characteristics of their 
disease. Under such circumstances it is often the practice to 
defer splenectomy with the hope that possibly the operation 
will not be necessary. Because of the tendency of this disease 
to change from one of perhaps extreme chronicity to the acute 
phase with alarming and dangerous features on the advent of 
a primary infection, it often follows that operation must be 
then performed under most unfavorable conditions. In some 
circumstances this occurs in a remote region in which the under- 
lying condition will not be recognized readily. Dr. Doan has 
shown that there is no doubt that emergency splenectomy can 
be done and is a life-saving measure (contrary to common 
belief) during an acute hemolytic crisis. Nevertheless the added 
factor of extensive hemolysis, together with in some cases the 
presence of the affliction that precipitated the crisis, adds a 
definite hazard to the chances of survival. Early operation in 
Banti’s disease is also, I feel, very important. Of all the blood 
dyscrasias, Banti’s disease is perhaps the most difficult to diag- 
nose, especially in the early phases. It therefore seems advisable 
at times to operate before a positive diagnosis can be made. 
Operated early, before cirrhosis of the liver is advanced, portal 
obstruction is evident or dense perisplenic adhesions are formed, 
it is attended by the usual low surgical mortality, and the 
maximal benefit accrues to the patient. Therefore it will often 
Ke necessary to operate on a well founded suspicion and not a 
clear cut diagnosis. With the possible exception of myeloid 
leukemia, there is no blood dyscrasia that we have found to be 
unfavorably affected by splenectomy. 

Dr. Witt1AM Damesuek, Boston: I was particularly inter- 
ested in the marked almost immediate increase in red cell count 
following splenectomy, mentioned by the authors. I wonder 
whether this might not be due to unavoidable handling of the 
spleen which takes place at time of operation. The normal 
spleen contains about 250 cc. of blood. In congenital hemolytic 
jaundice the spleen becomes very much enlarged and the splenic 
sinusoids are dilated; therefore it must contain a much larger 
quantity of blood. The sudden increase in red cell count might 
conceivably be due to squeezing out into the general circulation 
of a fairly large volume oi blood from the spleen. The list of 
reasons given in the article for implicating the spleen as the 
fundamental cause for congenital hemolytic jaundice is an 
imposing one, but several of them may be secondary to the 
fundamental bone marrow dysfunction stressed by several 
authors, particularly Naegeli and Haden. These investigators 
have shown that the bone marrow in this disease produces 
abnormally small, thick (and thus more fragile) red cells sus- 
ceptible of ready disruption and fragmentation. The spleen, 
together with the remainder of the reticulo-endothelial system, 
becomes hyperplastic, probably as the result of the increased 
amount of activity demanded of that organ in breaking down 
an increased number of red cells. Some of the phenomena 
listed by the authors may thus be secondary to this hyperplasia 
of the reticulo-endothelial system (and spleen) rather than pri- 
mary manifestations. In purpura one should be very conserva- 
tive regarding splenectomy, even though it cannot be denied that 
this procedure will result in great improvement. A number of 
our patients with splenectomy are beginning to bleed years later. 
Before finally deciding on this major operative procedure, one 
should always attempt to do everything possible in the way ot 
conservative medical treatment, such as high vitamin, high 
protem diet, and roentgen therapy over the spleen. 

Dr. E. B. Krumenaar, Philadelphia: The spleen is 
undoubtedly the major offender in hemolytic jaundice, and this 
constitutes an excellent reason for taking it out. On the other 
hand, I think perhaps Drs. Doan, Curtis and Wiseman would 
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agree that the primary defect is in the red cells for the reasons 
that Dr. Dameshek gave. It may be that there is also a primary 
defect in the spleen, or it may be that the spleen acquires the 
role of chief offender from long practice in destroying these 
futile, congenitally poor red cells of hemolytic jaundice. 
Undoubtedly, when the spleen of hemolytic jaundice is taken 
out there is a substantial rise, often very quick, in the erythro- 
cyte level; but I would call attention to the possibility at least 
(1 think it is more than a possibility) that the spleen normally 
aids in red blood cell formation. Because a diseased spleen 
has been taken out, it must not be inferred that the rdle of the 
normal spleen is one of inhibition of red cell formation. I have 
been studying this for several years and still stand by the 
conclusion that the normal human spleen has a stimulating effect 
on the bone marrow in ways that are not yet apparent, perhaps 
associated with the metabolism of broken-down red cells and 
some of their products.. At any rate, if a normal spleen is taken 
out, there will be a period of temporary depression of bone 
marrow activity with temporary anemia, which eventually will 
be compensated for just as most of the functions of the absent 
spleen will be compensated for by other parts of the reticulo- 
endothelial system. 

Dr. C. A. Doan, Columbus, Ohio: I realize the departure 
from accepted facts that my observations imply, and the rightful 
skepticism aroused by certain of my conclusions; and were it 
not that I have observed multiple repetitions of the same phe- 
nomena over a period of five years, I should not feel justified 
in reopening some of the questions that have been raised. 
Banti’s disease is admittedly difficult to influence favorably in 
its later stages, and in three instances in this series splenectomy 
was unsuccessful. In two early cases, however, the immediate 
and remote results have more than justified the operative inter- 
vention. I may not have made it sufficiently clear that in the 
patients with acute hemoclastic crises splenectomy was advised, 
at the beginning of this study, only in the face of failure of 
other less radical measures. Intensive liver therapy, adequate 
iron and repeated blood transfusions preceded operation in prac- 
tically every instance without beneficial effect. More recently 
I have not risked delay in the face of a crisis. The idea is 
prevalent that removal of the spleen is incompatible with lon- 
gevity. I well remember seeing the first patient ever operated 
on in this country for hemolytic jaundice, for twenty-five years 
shown annually by Dr. Thayer before the senior clinics at the 
Johns Hopkins Hospital. The patient, an invalid during the 
first twenty-five years of his life, was completely rehabilitated 
after splenectomy and remained in excellent health for the 
succeeding quarter of a century. Four years ago Lord Dawson 
reported that a number of patients with congenital hemolytic 
jaundice, splenectomized prior to 1914, went through the war 
without physical limitations or handicap. The spleen is not 
essential to life; conversely, it may at times be exceedingly 
dangerous to existence. The mechanism of the prompt increase 
in the cellular level following splenectomy has been demon- 
strated adequately in the blood volume studies. Both an abso- 
lute increase in circulating units and some decrease in plasma 
volume contribute to the immediate phenomenon. An unusually 
active bone marrow thereafter maintains and supplements this 
initial gain and rapidly and effectively reestablishes the normal 
cellular balance in the absence of the pathogenic spleen. This 
interpretation, of course, introduces the controversial point as 
to the relative roles of bone marrow and spleen in hemolytic 
icterus. I have already presented my reasons for believing the 
spleen to be the chief offender in this disease. I would reempha- 
size the necessity for the closest possible cooperation between 
the hematologist and the surgeon in the diagnosis and thera- 
peutic management of these cases. Only by the intelligent 
analysis of each patient as an individual and a full understanding 
of the mechanism of the disease process, as it is reflected in 
certain constantly changing signs and symptoms, may optimal 
clinical results be expected. 


Blood Pressure.—lf a patient has diseased arteries, a small 
rise of blood pressure may be very important from the point 
of view of possible cerebral hemorrhage—Dr. Maurice Camp- 
bell, F.R.C.P., quoted by Fisher, Alexander. Aphorisms in 
Clinical Medicine, Canad. J. Med. & Surg. 77:166 (June) 1935. 
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THE CHOICE AND INTERPRETATION OF 
TESTS OF RENAL EFFICIENCY 


R. H. FREYBERG, M.D. 
ANN ARBOR, MICH. 


The importance of measuring the functional ability 
of the kidneys in renal disease need not be emphasized. 
The value of a knowledge of renal efficiency as an aid 
in the diagnosis, prognosis and treatment of Bright’s 
disease has been pointed out by Christian,! Van Slyke ” 
and others. The existence of renal disease, which may 
be suggested by proteinuria or other changes, may often 
be proved only by demonstrating impairment of kidney 
function. Van Slyke and his collaborators ? call atten- 
tion to the fact that the degree of proteinuria, hematuria 
and hypertension is no indication of the severity of the 
renal lesion and is of little or no prognostic importance, 
but that the functional capacity of the kidneys is an 
accurate index of the gravity, course and prognosis of 
Bright’s disease. Lashmet and Newburgh* have 
pointed out that the degree of functional impairment 
governs the fluid needs of the nephritic patient, one 
of the most important therapeutic considerations. 

It becomes of great concern, therefore, to know how 
best to measure renal efficiency. All the numerous 
methods proposed are based on one of three principles : 
(1) the ability of the kidneys to concentrate and 
dilute urine, (2) the effectiveness of the kidneys in 
eliminating introduced substances, such as_phenol- 
sulphonphthalein, and (3) the success of the kidneys 
in excreting normal metabolic waste products, which 
can be studied by comparison of the urinary and 
blood values of the various waste products (so-called 
clearance tests) or by determining the concentration of 
these wastes in the blood. 

During the past few years I have been occupied in 
determining the relative worth of various kidney func- 
tion tests, based on these different principles. 


METHODS 

Whenever it was desired to determine renal efficiency, 
three ‘procedures were employed, each based on a 
different one of the three principles. The concentrating 
ability of the kidneys was measured by the method 
described by Lashmet and Newburgh.t The urea 
excreting ability was measured by the urea clearance 
test of Van Slyke because of the widespread usage of 
this test and its already demonstrated worth. The 
fifteen-minute phenolsulphonphthalein excretion test 
was used to measure the efficiency of dye elimination 
for the following reasons: It has been shown by Van 
Slyke ® and others that the total two-hour phenol- 
sulphonphthalein excretion test measures impairment of 
kidney function only when extensive renal damage 
exists. Recently, Chapman and Halstead * have pointed 
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out that the excretion of this dye during the first 
fifteen minutes after its injection is a much more 
sensitive test and, in their experience, comparable to 
the urea clearance as a measure of renal efficiency. 

Because it has been clearly shown by a number of 
investigators that retention of catabolic waste products 
does not occur as a result of kidney damage, except 
when the renal injury is severe, blood nonprotein 
nitrogen and blood urea determinations were not made 
as a routine. 

With these three procedures in each case, then, the 
Lashmet-Newburgh concentration test, the Van Slyke 
urea clearance, and the fifteen-minute phenolsulphon- 
phthalein excretion, renal efficiency was measured 412 
times in 254 different patients whose clinical diagnoses 
included hemorrhagic nephritis (with and without the 

“nephrotic syndrome’’), arteriosclerotic Bright’s dis- 
ease, pyelitis, pyelonephritis, tuberculous kidney disease, 
polycystic kidney disease, renal amyloidosis, pregnancy, 
and other clinical conditions in which impairment of 
kidney function was suspected. 


Technical Considerations—Specific gravity of the 
urine was determined by a carefully calibrated urin- 


Tape 1.—Kidney Function During the Initial Stage of and 
Recovery from Hemorrhagic Nephritis 


— 


15-Minute 
Concen- Phenol- 
trating Clear- sulphon- 
Urine Ability, ance, phthalein, 
Pa- ~ — Specific per per 
tient Date Protein Blood Gravity Cent Cent Comment 
B. B. 2/15/34 + Gross 1.027 77 28 Initial stage 
B. L. 8/20/34 Trace 0 1.026 109 31 Initial stage 
1/24/35 0 0 1.035 130 35 Well 
D.S. ++ ++ Gross 1.013 13 3 Initial stage 
6/22 yi + Microscopic 1.023 51 Recovering 
8/ 1/34 0 Microscopie 1.024 61 27 Recovering 
11/13/84 0 Microscopie 1.026 98 31 Recovering 
L.S. 2/20/35 + Gross onebe 83 29 ~—s Initial stage 
3/.7/35 + Microscopie 1.025 93 30 Recovering 
E.M. 6/26/34 Trace Microscopie 1.028 98 18 Latent stage 
8/10/34 0 Microscopie ..... 90 22 overing 
11/23/34 0 0 1.029 81 18 
J.J 3/ 4/3838 +44 0 1.028 88 Recovering 
G.H. 7/20/34 50 $1 Initial stage 
8/ 4/34 os Microscopie 1.025 71 30 Recovering 
11/16/34 0 Microscopie 1.028 79 24 Recovering 
4/14/35 Microscopie 1.031 94 nae Recovering 


ometer during the early part of this study and later 
by a special Westphal balance. Since only the non- 
protein specific gravity indicates the concentrating 
power of the kidneys, proteinuria was quantitatively 
determined and the nonprotein specific gravity obtained 
from the observed specific gravity according to the 
method described by Lashmet and Newburgh.* When- 
ever concentrating ability of the kidneys is referred to 
hereafter, nonprotein specific gravity of the urine is 
implied. 

The urea clearance was determined by the simplified 
technic described by Van Slyke and Cope.° 

To test dye excretion, 6 mg. of the sodium salt of 
phenolsulphonphthalein was injected intravenously and 
the amount in the urine determined by color comparison 
(in a colorimeter) with a standard freshly prepared 
from the same lot of dye injected into the patient. 

All technical procedures were performed by only 
two individuals, so that personal variations might be 
lessened. 

7. Lashmet, F. H., and Newburgh, L. H.: An Im 
tration Test of Renal Tunstien: II. Simple Method for 
teinuria, J. A. A. 100: 1328 (April 29) 1933. 

8. Van Slyke, D. D., and Cope, C 


Determination of Blood Urea Clearance, Proc. 
2M: 1169-1174 1932. 
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Normal Values —Under the conditions of the concen- 
tration test, the specific gravity of the urine should 
reach 1.029, or higher. When the maximum specific 
gravity is less than 1.029, impairment of function is 
indicated. Blood urea clearance is reported in per cent 
of mean normal. The interpretations of the originators 
of this test have been adopted to consider values 
between 75 and 125 per cent as normal, values greater 
than 125 per cent as indicating hyperfunction, and 
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to concentrate normally. Is this the result of technical 
errors in performing the concentration test, or is this 
an indication that the ability of the kidneys to excrete 
a concentrated urine is impaired before the urea excret- 
ing power is recognizably diminished? The answer to 
this is quite evident after studying the data presented 
in table 1. During the initial stage of hemorrhagic 
nephritis it has been repeatedly observed that the con- 
centrating ability is impaired before the urea clearance 
is measured below normal (cases B. B. and 


B. L.) and likewise, during recovery from 

Bea ofe becomes normal while the concentrating 
1020 — z| ability is still impaired (cases D. S., L. S., 
E. M., J. J. and G. H.). I have observed, 
as have Alving and Van Slyke,® that the 
| maximal specific gravity of the urine may 
wae?” remain below normal for years after recov- 
| | ery of normal urea clearance. That the 
| | urine contains abnormalities (protein, casts 
20 40 50 60 70 60 90 100 ery throcy tes) in cases showing impaired 
IN PERCENT OF MEAN NORMAL | IS-MINUTE RSP OWE | CONncentrating ability and normal urea clear- 


Chart 1.—A comparison of the urea clearance (left) and the fifteen-minute dye 

idneys in cases of hemorrhagic 
Circles indicate results in cases without edema and the dots show results in 
The line in each graph represents the average 
urea clearance and the fifteen-minute dye excretion, respectively, in terms of the 


excretion (right) with the concentrating ability of the ki 
nephritis. 
patients with the “nephrotic syndrome.” 


maximum nonprotein specific gravities obtained in concentration tests. 


values below 75 per cent as indicating a renal deficit. 
Chapman and Halstead found the lowest fifteen-minute 
dye excretion by normal individuals to be 28 per cent, 
and I found it to be 29 per cent. The excretion of 
less than 28 per cent of the injected dye during the 
first fifteen minutes is therefore considered to indicate 
impairment of this function of the kidneys. 


RESULTS 

In chart 1, the blood urea clearance and fifteen- 
minute dye excretion are compared to the concentrating 
ability of the kidneys in cases of hemorrhagic nephritis. 
There is seen to be quite close parallelism between 
these different functions of the kidneys. In general, as 
the kidneys lose their ability to excrete concentrated 
urine, their urea excreting and dye eliminating function 
also becomes impaired. The line drawn in each graph 
shows the average urea clearance and dye excretion at 
different levels of concentrating ability. When the kid- 
neys are able to concentrate urine to a specific gravity 
of only 1.025, the average urea clearance is 62 per cent, 
although the range is seen to be from 50 to 96 per cent. 
When the concentrating ability has fallen to 1.015 the 
average urea clearance is 28 per cent, and the range 
from 20 to 33 per cent. When the specific gravity is 
fixed at 1.010, the average urea clearance is 12 per cent, 
although it may range between 10 and 25 per cent. 
Although it may appear that there is quite a wide vari- 
ation between the results of the tests studied, when one 
realizes that these tests are based on entirely different 
principles and measure totally different functions of the 
kidneys, it seems quite remarkable that there is the 
degree of parallelism that has been found. 

When the relationship between the concentrating 
ability of the kidneys and the urea clearance in hemor- 
thagic nephritis (left-hand graph, chart 1) is carefully 
studied, several noteworthy facts become evident. In 
the first place, it is seen that whereas there are only 
two individuals able to concentrate the urine normally 
who failed to excrete urea normally, there are twelve 
individuals with normal urea clearance who were unable 


ance, both in initial stages and recovery 
periods, indicates that these kidneys are not 
normal. There can be no doubt, therefore, 
that the concentration test is a more sensi- 
tive measure of functional ability in these 
cases than is the urea clearance. 

As more and more renal damage occurs, it is seen 
that the concentrating ability and the urea clearance 
decrease quite in parallel until extreme renal damage 
exists. Then the specific gravtiy of the urine tends to 
become fixed at about 1.010 and further damage is not 
reflected by a decrease in concentrating ability but is 
indicated by a continual decrease in urea clearance. In 
one case it was observed that the specific gravity of the 
urine remained fixed while the urea clearance progres- 
sively fell from 15 to 3 per cent of normal, at which 
level death occurred. 

When the fifteen-minute dye excretion is compared 
with the concentration test (right-hand graph, chart 1), 
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_ Chart 2.—Urea clearance plotted against fifteen-minute dye excretion 
in cases of hemorrhagic nephritis. The line represents the average urea 
clearance in terms of different percentage dye excretion, 


it is seen that, although in general they give comparable 
results, the deviation from the average is wider (greater 
scatter in the graph). Reasons for this will be dis- 
cussed in full. 

In chart 2, the results of urea clearance are com- 
pared to those of the fifteen-minute dye test, in cases 


9. mre A., and Van Slyke, D. D.: The Significance of Concen- 
tration and Dilution Tests in Bright’s Disease, J, Clin. Investigation 13: 
969-998 (Nov.) 1934. 
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of hemorrhagic nephritis. Here ‘again there is a wide 
variation of results, especially when only mild or 
moderate renal damage exists. 

The results in patients with arteriosclerotic Bright’s 
disease are shown in chart 3. The urea clearance and 
concentrating ability are seen to differ more in these 
patients than in cases of hemorrhagic nephritis. The 
most important observation is that, whereas only four 
cases show impaired urea excreting ability (and three 
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these tests in this miscellaneous group of clinical entities 

is demonstrated by the general parallelism of the results. 
THE UREA RATIO 

Within the past year, Mosenthal and Bruger ?° have 

reported that the urea ratio (the percentage of the 

nonprotein nitrogen which is urea nitrogen, i. e., 


100 X urea nitrogen, 
nonproveln altragen ) is a satisfactory index of renal effi- 
ciency. These investigators point out that the urea 


ratio is a correct indication of kidney func- 


tion even though the concentrations of both 


urea and nonprotein nitrogen in the blood 
are within normal limits. Their report shows 


excellent agreement between the urea ratio 
and the urea clearance. This method is most 


attractive, since it requires only one sample 


of blood in order to obtain the result. 


During the past few months the urea ratio 
has been employed along with the other pro- 
cedures mentioned. The results are shown 
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in table 2. The general parallelism of 


—A comparison of the 


fifteen-minute dye excretion, respectively, in 
gravities obtained in concentration tests. 


very slightly) together with normal concentrating 
ability, thirty-eight cases are seen to present impaired 
concentrating ability together with normal urea clear- 
ance, and four cases show hyperfunction by urea clear- 
ance at the time when the concentrating ability is 
impaired. Abnormal urine (proteinuria, cylindruria and 
occasionally hematuria) was found in all but a few of 
this group. So, even more frequently in arteriosclerotic 
Bright’s disease than in hemorrhagic nephritis is the 
concentration test a more sensitive indication of func- 
tional impairment. It should be noted that the majority 
of these cases show less severe renal damage than do 
patients with hemorrhagic nephritis. When more exten- 
sive renal damage exists, the two tests parallel each 
other more closely. 
When the fifteen-minute dye excretion is 


hart 3. urea clearance (left) and the fifteen-minute dye 
excretion (right) with the concentrating ability of the kidneys in cases of arteriosclerotic 
Bright’s disease. The line in each graph represents the average urea clearance and 
i terms of maximum nonprotein specific 


results is evident. Patients J. R., C. D., and 
S. L. show normal urea ratios, when other 
tests show impairment of renal function. 
This lack of agreement may be due to differ- 
ences in technic.1' This brief experience 
with the urea ratio has encouraged me to 
plan a careful comparative study of this test, using the 
chemical procedures employed by Mosenthal. 


CONDITIONS INVALIDATING THE VARIOUS TESTS 


Even when the technical manipulations are satis- 
factorily executed, tests of renal function may fail to 
measure truly the renal efficiency. The most important 
conditions that tend to falsify results are noted 
farther on. 


Concentration Test—When the concentration test is 
employed as described by Lashmet and Newburgh, the 
only clinical condition found to invalidate the results is 
the presence of edema held loosely in the body tissues. 
Even though fluid is withheld from the patient, the 
urine may be diluted by the excretion of edema and 


compared with the concentrating ability 
(right-hand graph, chart 3), it is seen that 
there are twelve cases in which a low dye 
excretion was found together with normal 


be 
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concentrating ability. Most of these patients 
had normal urea clearance and normal urine. 


When the dye test was repeated, in many 


cases normal values were obtained. These 


facts show that most of these low dye excre- 


tions are erroneous indications of renal 


NON-PROTEIN SPECIFIC GRAVITY OF 


function. Eight cases showed normal fifteen- 
minute dye excretion, together with lowered 
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concentrating ability, but (except for one 
case) the specific gravity was only slightly 
below normal. All of the latter cases pre- 
sented normal clearance. Thus it may be 
concluded that when fifteen-minute dye excretion is 
normal the kidney function is normal (or the concen- 
trating ability only slightly impaired) but that when 
low values are obtained for fifteen minute dye excre- 
tion they may not be true indications of renal function. 

In chart 4 are shown the results of kidney function 
studies that were performed on patients who were suf- 
fering from different illnesses in whom impairment of 
kidney function was suspected. The applicability of 


Chart 4,—Results of renal function studies in patients with various illnesses other 
than hemorrhagic or arteriosclerotic Bright’s d 
because of suspected impairment of renal function, 


isease, in whom tests were performed 


have a specific gravity lower than the maximum that 
could be produced by the kidneys. This is especially 
true in cases of congestive heart failure. In patients 
with the “nephrotic syndrome” this error is less apt 


10. Mosenthal, H. O., and Bruger, Maurice: The Urea Ratio (Urea 
Nitrogen per Cent of Total Nonprotein Nitrogen in the as a 
Measure of Renal Function, Tr. A. Am. Physicians 49: 82-92, 1934. 

11. The blood urea was determined in our laboratory by the method 
described by Van Slyke and Plazin (Peters, J. P., and Van Slyke, D. D.: 
—, Clinical Chemistry: Methods, Baltimore, Williams & Wilkins 

ompany 2:558, 1932), whereas the gasometric urease method of 
Van Slyke was used by Mosenthal. 
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to occur because the edema is in most cases firmly held 
by the tissues. Of six patients with the “nephrotic 
syndrome” who were studied, in two the maximal 
concentrating ability of the kidneys was apparently not 
obtained during the concentration test (table 3). 


Tas_e 2.—A Comparison of the Urea Ratio with Other Methods 
of Measuring Renal Efficiency in a Short 
Series of Cases 


Blood 
Nonpro 
tein Urea 15-Minute 
Nitro- Nitro Urea Concen- Phenol- 
en, gen, Clear- trating sulphon- 
g., Mg., ance, Ability, phthalein, 
Pa- per per Urea per pecific per 
tient Diagnosis Cent Cent Ratio Cent Gravity Cent 
FE. V. H.N. 29.2 7.9 27.0 104 
J.H. Art. 32.9 11.4 34.6 126 1,033 34 
B. 8. N.A. 35.2 12.5 35.5 91 1,030 29 
J.R. N 35.7 13.5 37.8 1.022 28 
Cc. D. Art 39.5 15.0 38.0 75 1.027 22 
8. L. H.N 27.0 10.7 39.6 93 1.025 29 
8. B, Art. 42.6 18.7 44.0 77 1,027 20 
B. R. Art. 30.9 13.6 44.0 94 1,032 31 
L. M. Art. 41.1 18.3 44.5 74 1,026 22 
F. M. Art. 41.9 17.6 46.6 71 1,027 24 
Ww. W. H.N 46.5 21.5 46.9 
Ww.S. Art 29.7 14.3 48.1 97 1.028 25 
C. V. Art 40.6 21.0 51.7 47 1.019 15 
J. M. Art 54.8 30.0 54.9 37 1.017 in 
K Art. 63.2 37.5 59.6 45 
R. B. 96.7 64.3 66.5 10° 1.011 
C. A. Art. 61.9 43.0 69.4 45 1.015 6 
S. M. HUN. 178.0 144.0 81.0 5 
8. J. H.N. 152.0 125.0 82.2 7 1 
B. B. H.N. 60.2 83.0 16 
N. H. H.N. 70.5 61.0 87.0 6 0 
Cc. G. HN. 146.3 130.0 88.8 4 és 


H.N. = Hemorrhagic nephritis. 
Art. = Arteriosclerotic Bright's disease. 
N.A. = Nutritional anemia. 


Blood Urea Clearance Test.—The accuracy of this 
test depends in part on measuring the urea excreted in 
the urine during an exact interval of time. The most 
important single factor tending to falsify results is 
the failure to obtain all the urine formed by the kid- 
neys during the test. Prostatic obstruction, bladder 
diverticula, cystocele and incontinence usually account 
for these failures. They can often be prevented if the 
urine is obtained by catheter. When there is a con- 
stant amount of residual bladder urine, the urea clear- 


Tas_e 3.—Cases of Hemorrhagic Nephritis with “Nephrotic 
Syndrome” in Which Urine of Maximal Specific 
Gravity Was Not Excreted During a — 
Concentration Test 


Concentration Test 


“Maxi 
mal” 15-Minute 
oncen- Urea  Phenol- 
28-Hour trating Clear- sulphon- 
Urine Ability, ance, phthalein, 
Pa- Volume, Specific per per 
tient Date Edema Ce. Gravity Cent Cent 
R.P 1/28/34 Massive 1,910 1.015 24 0 
4/ 1/34 None 23 1 
/22/34 None O44 1.022 27 3 
10/17/34 None 1.0225 33 10 
1/23/35 None 749 1.023 43 
L. F. 4/18/34 Massive 388 1.020 100 a 
6/13/34 None 1,029 22 
10/ 9/34 None 902 1,029 96 31 


ance is only slightly falsified because the urea excretion 
is compared with the concentration of urea in the blood, 
which varies but little during short periods of time. 
The formulas used in calculating urea clearance con- 
tain a factor that corrects for variations in urea excre- 
tion at different rates of urine formation. However, 
when the urine flow is very small the urea clearance 
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calculated as usual fails to indicate the renal efficiency 
correctly. This is well demonstrated by the data in 
table 4, which shows urea clearance determined in the 
same subjects when the urine flow was small (during 
a concentration test) and within twenty-four hours 
later, when the urine volume was greater. It is seen 
that in most cases when the volume of urine is 20 ce. 
per hour or less the urea clearance is low. 


Fifteen-Minute Dye Test.—Besides the numerous 
opportunities for error in technic (quantitative injec- 
tion, timing, and the like), the most frequent cause for 
false results with this test is again failure to obtain all 
the urine formed by the kidneys during this short 
interval of time. The error is usually of a much greater 
magnitude than in the urea clearance test, because the 
quantitative recovery of a substance not normally 
present in the blood and urine is required. Obtaining 
the urine by catheter will eliminate some but not all 
of the failures from this cause. 

In a series of kidney function studies performed 
during the course of pregnancy, good agreement 
existed between the concentration and urea clearance 
tests, but low results were the rule with the fifteen- 


Taste 4.—Urea Clearance When Urine Volume is Very Small 


During Dehydration 


During Free Fluid 
(Concentration Test) Intake 


Urine Volume Urea Clear-- ‘Urine Volume Urea Clear-- 


per Hour, ance, per per Hour, ance, per 
Subject Ce. Cent Ce. Cent 
H. J 8 38 31 116 
ll 41 25 102 
I. F. 12 80 45 100 
12 67 77 
12.4 60 21 68 
13.5 53 28 86 
T. B. 15.5 30 72 103 
17.5 48 eee 
P. G. 18 53 39 100 
15 44 39 110 
M. P. 18 37 120 95 
T. 16.5 73 32 130 
17 47 73 91 
L.G. 19.5 55 67 93 
17.5 53 38.5 96 
Cc. Vv. 17 31 59 42 
H. J. 17 35 27 71 
18 42 707 63 
Z. K. 24 88 186 75 
15 55 200 70 
J. B. 19 56 37 90 
22 63 103 
M. F 20 58 84 108 
L. B 14 34 130 41 
23 43 awe 
O.L 28 55 24 31 
24 42 57 40 


minute dye excretion in voided urine during the latter 
part of pregnancy (table 5). When the urine for the 
dye test was obtained by catheter, the results were in 
most cases no better (table 6). The explanation for 
this low dye excretion is no doubt a combination of 
several factors: additional circulation (fetal), altered 
blood flow through the kidneys due to the tumor of 
pregnancy, and the hydronephrosis known to exist 
commonly during pregnancy. 


THE INTERPRETATION OF TESTS OF RENAL 
EFFICIENCY 
How are the results of the various tests of kidney 
function to be interpreted? When the procedures for 
performing these tests are kept in mind, it is at once 
evident that only during the concentration test are 
conditions such that the kidney function is measured 
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while the kidneys are under functional strain. Conse- 
quently, this is the only test that is designed to measure 
maximal function. The results of this test tend to 
answer the question “How efficiently can the kidneys 
perform their function?” whereas the other tests tend 
to answer the question “How efficiently are the kidneys 
performing their function?” It is not surprising, then, 
that the concentration test registers impairment of func- 
tion when other tests do not, and that it is therefore 
a more sensitive measure of renal efficiency. Further- 
more, unless falsified by the urinary excretion of edema, 
low specific gravity of the urine obtained during a 
concentration test always indicates abnormality of the 
kidneys. 

The urea clearance test measures the urea excreting 
ability of the kidneys under no strain. It is therefore 
less sensitive, but when impairment of urea excretion 
is found, except when the rate of urine formation is 
very slow (less than 20 cc. per hour), it indicates renal 
abnormality. 

Low fifteen-minute dye excretion theoretically should 
indicate renal abnormality, but in my experience the 
urine formed by the kidneys during this short period 
of time is so infrequently quantitatively recovered that 
I have come to interpret this test as follows: If the 
fifteen-minute dye excretion is normal, no appreciable 


TasB_e 5.—Kidney Function During Pregnancy 


neen Phenolsulphon- 
trating 


phthalein Excretion 

Ability, Urea Clear- -— 

Month of ance, per 15-Minute, 2-Hour, 

Patient Pregnancy Gravity Cent per Cent per Cent 
M. L. 2 1.0229 86 35 78 
L. K. 2 1.030 86 28 72 
F. W. & 1,032 126 30 67 
K. 9 1.031 28 78 
v 1,035 140 32 68 
E. H. 7 1,029 92 17 62 
T. B. 8 1,035 115 18 79 
Ww. 8 1.035 100 13 81 
Vv. B. 8 1.031 79 17 65 

A. B. 1.030 112 8 
B. M. 9 1.030 103 19 45 
E. 8. 9 1,029 83 6 50 
B, A. 9 erene 100 25 71 
L. L. 9 109 i) 
H. M. 105 15 65 

post partum 


renal abnormality exists; however, if the excretion is 
below normal, the function should be checked by 
another test. 

It has already been pointed out that a normal 
concentration of catabolic wastes in the blood does not 
necessarily indicate normal kidneys. A number of 
investigators have shown that extensive renal damage 
may exist and the blood urea and nonprotein nitrogen 
may still be within normal limits. Does abnormally high 
blood urea, nonprotein nitrogen or urea ratio indicate 
abnormality of the kidneys? This question is clearly 
answered by results of a controlled study of dehydration 
performed recently in conjunction with Drs. Maddock 
and Coller.2. During dehydration produced by the 
omission of fluids and the administration of a dry diet 
to a normal adult, various tests of renal function were 
performed. The data presented in table 7 show that 
during dehydration the blood urea _ progressively 
increased, thereby increasing the blood nonprotein 
nitrogen and the urea ratio until all three were well 
above normal limits, even though the kidneys were 
normal, as shown by the persistence of normal urea 
clearance and by the excretion of urine having a very 
high specific gravity. Inadequate renal function existed, 


12. Maddock, W. G., and Coller, F. P.: Unpublished data. 
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not because of kidney disease but because of a nonrenal 
abnormality, in this case dehydration. Consequently, 
high blood urea, nonprotein nitrogen, and urea ratios 
do not necessarily indicate abnormality of the kidneys. 
Interpretation of these values requires a knowledge of 
the state of hydration of the body. 

It has been suggested by a number of authors that 
various pathologic states of the kidney are’ indicated by 


TABLE 6.—Kidney Function During Pregnancy 


Phenolsulphonphthalein Excretion 


15-Minute 

Urea 15-Minute Urine by 2-Hour 

Monthof Clearance, Voided Urine, Catheter, Total, 

tient Pregnancy per Cent per Cent per Cent per Cen 
Cc. W. 7 133 19 22 66 
M. K. S 110 16 19 67 
R. 8. 9 94 13 63 
M. M. 9 108 31 24 75 
J.R. y 130 24 17 77 
M. E. 9 99 23 19 R 
L. M. 9 134 21 20 80 
B, A, & 100 25 23 71 
I. M. y 82 21 22 - 
V.A. 9 109 & 19 93 
F. P. 9 88 10 54 
M. F. 9 79 & 4 78 


impairment of different functions of the kidney. For 
example, it is said that impairment of concentrating 
ability indicates tubular abnormality, for the normal 
function of the tubule is to reabsorb water and so 
concentrate the urine. In the present state of knowl- 
edge, it is my opinion that abnormal function, as 
demonstrated by clinical tests, cannot be interpreted in 
terms of specific renal pathologic changes. 


PRACTICAL CONSIDERATIONS 


The training, equipment and time necessary to per- 
form satisfactorily tests of renal efficiency involving 
quantitative chemical determinations practically limit the 
use of such tests to institutions. The independent 
practitioner of medicine has left only the concentration 


TABLE 7.—Kidney Function During Dehydration of a 
Normal Adult 


Blood 
Nonpro 
tein Urea ' Urine 
Nitro- Nitro- Urea 
en, en, Clear- 24- 
Water £., g., nee, ou 
Balance, per per Urea per Specific Urea, 
Date Grams Cent Cent Ratio Cent Gravity Grams 
Preliminary 
period 
Feb. 24......... + 879 33.5 1.015 7.40 
81.0 1.012 7.25 
Dehydration 
Feb. 26......... —1,145 32.6 13.3 40.8 &0 1.031 4.83 
Feb. 27......... —1,047 34.5 15.8 45.8 80 1.028 5.40 
Feb see: —1,156 35.4 18.7 52.9 66* 1,035 6.60 
fa.m... — 630+ 42.2 26.8 63.5 70* 1.0352 8.20 
Recovery 
March 3 a.m.... — 709 $2.3 12.3 38.1 90 1,016 7.60 


* Extremely small urine volume. 
+ Inges 500 cc, water during this day. 


test and the dye excretion tests. For reasons already 
mentioned, the test of choice in these circumstances is 
the concentration test, which can be performed with 
very little equipment and in a very short time. 


SUMMARY AND CONCLUSIONS 


This study demonstrates that the Lashmet-Newburgh 
concentration test is the only test which tends to 
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measure the maximal function of the kidneys, and for 
this reason it is the most sensitive test of renal effi- 
ciency, often demonstrating impairment of function 
when other tests fail to do so. This test does not 
reguire the quantitative collection of urine. Except 
when performed in the presence of loosely held edema, 
it always gives accurate results, and low specific 
gravities always indicate renal abnormality. 

The urea excreting function of the kidneys, as mea- 
sured by the urea clearance test, becomes impaired in 
many cases after the concentrating ability is diminished, 
so that the urea clearance is a less sensitive test of renal 
efficiency. Throughout the greatest part of the range 
of kidney function, the urea clearance and concentrating 
ability in general parallel each other. When the renal 
damage is severe, the specific gravity becomes fixed at 
a low level and the urea clearance alone indicates 
progression of the renal lesion. Failure to obtain 
quantitatively the urine formed by the kidneys during 
the urea clearance test will falsify the results. Low 
urea clearance always indicates renal abnormality, 
except when the urine volume is less than 20 cc. per 
hour. 

The two-hour phenolsulphonphthalein excretion is not 
a sensitive test of renal efficiency. Theoretically, the 
fifteen-minute dye excretion is a sensitive test of kidney 
function, but the obstacles to satisfactory execution of 
this test cause it to be unreliable. When a normal 
amount of dye (28 per cent or more) is excreted dur- 
ing the fifteen minutes after injection, one is safe in 
assuming that no appreciable renal damage exists. When 
low excretion is found, interpretation is hazardous. 

Normal blood urea and nonprotein nitrogen may 
exist even when extensive renal damage is present, so 
that these values are poor indications of renal functional 
ability. Elevated blood urea, nonprotein nitrogen and 
urea ratio indicates only that the renal excretion of 
protein wastes is inefficient and does not necessarily 
indicate renal abnormality. Experience with the urea 
ratio has been too limited to allow an expression of 
opinion regarding the comparative value of this test as 
a measure of renal efficiency. 

It is my opinion that, in order to have the most 
accurate and complete information regarding functional 
ability of the kidneys, the concentrating ability and the 
urea clearance should be determined. 

University Hospital. 


ABSTRACT OF DISCUSSION 

Dr. Herman O. Mosentuat, New York: Impaired func- 
tion of the kidney, as Dr. Freyberg says, is not a single 
process nor does it necessarily parallel the other disturbances 
in chronic interstitial nephritis, such as hypertension, albu- 
minuria, edema or uremia. There are roughly four ways in 
which the activity of the kidney may be curtailed, and the 
tests for renal function, when properly interpreted, will reveal 
them. 1. A restriction in the urine volume, without loss of 
power of concentration of solids, signalized by a high specific 
gravity, a low percentage of p hthalein excretion, 
an elevation of the blood urea, an increase in the urea ratio 
and a lowering of the urea clearance; this occurs with heart 
failure, in acute nephritis and in chronic nephritis with edema 
formation. 2. A period of normal kidney function, with the 
exception that there is a low specific gravity indicating inability 
to concentrate the urine, which follows on the conditions men- 
tioned under 1; that is, when the passive congestion, or the 
edema from whatever cause, diminishes and is lifted through 
polyuria. 3, The same is true, that is, a diminished ability to 
concentrate while elimination of solids is good, in the earlier 
stages of chronic interstitial nephritis, when there is nocturnal 
polyuria and the urinary specific gravity approaches 1.010 in a 
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fixed way; still, through the elimination of large amounts of 
fluid, the solids are eliminated, and that is why it is spoken. 
of as a compensatory polyuria. That is why the low fixed 
specific gravity precedes the other signs of impaired renal 
function in chronic interstitial nephritis and why the specific 
gravity tests reach their maximal degree of impairment long 
before the other tests of renal function. 4. In the advanced 
cases of chronic interstitial nephritis, when only 10 per cent 
or less of the kidney tissue is functioning, according to urea 
clearance determination, there is both a low fixed specific 
gravity and an impaired elimination of solids; that is, the 
blood urea and the urea ratio rise while the urea clearance 
and the phenol thalein excretion diminish. The urea 
determinations are the best way of measuring the impairment 
of the kidney to eliminate solids. The ordinary blood urea 
test is usually perfectly satisfactory. However, as Dr. Frey- 
berg has said, in cases in which the level of the blood urea 
is normal there may still be impairment of renal function. The 
urea clearance test eliminates that diagnostic hazard. The urea 
clearance test is somewhat unpractical, however, because it 
requires two hours to carry through. The urea ratio, the rela- 
tionship between the blood urea nitrogen and the nonprotein 
nitrogen, requires only one specimen of blood and is reliable. 
I reported the first results on it twenty years ago. I have 
been using it ever since and have found it to yield satisfactory 
results, 


STUDIES ON CRYSTALLINE VITAMIN B, 
EXPERIMENTAL AND CLINICAL OBSERVATIONS 


MARTIN G. VORHAUS, M.D. 
ROBERT R. WILLIAMS, M.S. 
AND 
ROBERT E. WATERMAN, BS. 
NEW YORK 


The vast amount of literature that is accumulating 
on this question of vitamins and their deficiency states 
has, unfortunately, served to confuse rather than to 
clarify the clinical aspects of this subject. Very few 
of the publications available to the profession shed a 
clear light on the problems involved or offer a satisfac- 
tory mode of approach to them. 

One of the principal reasons for the prevalent con- 
fusion is the growing use of pharmaceutical prepara- 
tions containing more than one vitamin. The effects 
attributed to these multiple agents cannot be evaluated 
accurately. The only hope of ascertaining fundamental 
data and bringing order out of this chaos is to abandon 
the use of compound vitamin preparations in experi- 
mental clinical work and employ only known quantities 
of single, pure substances. 

Acting on this principle, we have conducted a series 
of experiments relative to the nature and therapeutic 
potentialities of the antineuritic vitamin B,, so desig- 
nated to indicate its origin in the old vitamin complex 
known as B. It is safe to assume that our results were 
due to this single substance, since we employed the pure 
crystalline material, of known molecular weight and 
formula. 

The normal adult human intake of B, is said to be 
approximately 1 mg. daily, the richest sources being 
the bran coats of grains, leguminous seeds and lean 
pork. None of the concentrates on the market permit 
a liberal dosage of this vitamin without the ingestion 
of considerable amounts of inert or objectionable 
foreign matter. The pure crystals, which are now 
available, overcome this objection. 
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Our first report * showed the striking increase in the 
growth rates of rats that received their supply of vita- 
min B, in the form of weighed amounts of the pure 
crystalline material. It was found that many factors 
influence the effect of a given amount of this vitamin, 
so that it is fallacious to speak absolutely of “the B, 
requirement” of a species, whether man or rat. The 
amount needed is indeterminate unless every component 


TasBLe 1.—Classification of Neuritides 


Cases 

Polyneuritis of infectious 20 
Neuritis associated with ll 
Neuritis associated with 3 
Suspected advanced Bi deficiency 3 


of the diet is fixed and well defined standards of func- 
tion are specified. Besides these general considerations 
there is the factor of individual variation: an indi- 
vidual’s requirements may far exceed the normal as a 
result of abnormalities in digestion and assimilation, 
impairment of glandular function by an infectious dis- 
ease, changes resulting from a high carbohydrate intake, 
or special demands such as those of pregnancy and 
lactation. 

Because true beriberi responds to remarkably small 
quantities of vitamin B,, it has been assumed errone- 
ously that a similar situation exists with respect to all 
B, deficiencies. We believe that the minimum thera- 
peutic dose that can be-relied on to abolish any accumu- 
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lated deficit below normal storage capacity and supply - 


current needs is 10 mg. daily. Adequate dosage is 
doubly important in view of the fact that the thera- 


Taste 2.—Analysis of One Hundred Cases of Neuritis Treated with Vitamin B;, (Oral Administration) 
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of 10 mg. of this vitamin was administered, orally, 
daily for four consecutive weeks, to eleven patients 
with proved diabetes according to present-day stand- 
ards. Six showed an increased utilization of carbohy- 
drates; five did not. Of the positive cases, two are 
still maintaining the gain (after five and ten months 
respectively); two retained the increase for several 
months, and the remaining two reverted to their previ- 
ous levels of blood and urinary sugar as soon as admin- 
istration of the vitamin was stopped. Many factors 
pointed to a direct causal relationship between the 
intake of the vitamin and the increased carbohydrate 
tolerance in 54.6 per cent of the cases, with strong evi- 
dence that the action of B, in this condition is a cata- 
lytic one. 

As B, is known specifically as the antineuritic vita- 
min, the third phase of our experiment, presented here- 
with, consisted of studies of the effects of this substance 
on a group of patients complaining of nerve pain. 
These neuritides have been divided, according to 
accepted clinical classifications, into the types given in 
table 1 

In table 2 the symptoms of these hundred cases are 
tabulated and the response to vitamin therapy described. 
Taking the series as a whole, only 8 per cent failed to 
react favorably ; 44 per cent became entirely symptom 
free and 48 per cent were definitely improved. These 
cases have been under observation for periods ranging 
from three to fourteen months. Up to the present, no 
recurrence has been noted in any of the forty-four 
patients in the symptom-free group. 

Among the 8 per cent who showed no improvement 
are several patients with proved organic pathologic con- 
ditions to explain their continued symptoms. They 
were included in this report, however, because their 
outstanding clinical manifestations were those of either 


Paresthesia Anorexia Weakness 
Tenderness —~ Age Sex 
Num- Symptom Unim Pre Pres- Pres- 
ber Free _ proved ‘ae Absent ent Absent ent Absent ent Absent Un- Fe- 
of der Over Male male 
Cases No. % No. % No. % No. % Now % No. % No. % No. % No. % No. % No. % 4 40 No. No. 
1. Polyneuritis 
A. Metabolic............ 41 14 34 24 58 3 7+ a: 
B. Infectious............ 20 10 5O 9 45 1 5 16 80 420 8 4 12 8 40 12 60 1 9 45 9 ll 4 16 
C. With anemia...... ll 5 45 4 36 2 19 5 45 6 55 . = 8 7 7 68 4 37 8 8 . = 7 4 0 11 
D. With pregnancy..... 3 = 3 100 2 1 0 3 
E. Of unknown 3 1 8 ane & = Ber 2 1 1 2 
2. Localized neuritis....... 22 ll 50 9 41 2 9 2 91 2 9 aoa eS 3 14 #19) 86 4 18 18 8 16 6 7 1 
44 48 8 75 25 38 62 33 67 5D 45 2 
peutic response is often the main diagnostic test of the localized or generalized neuritis and we felt that the 


more obscure types of B, deficiency. 

The second stage of our experiment * dealt with the 
disturbance of the carbohydrate metabolism that has 
been reported repeatedly in experimental B, deficiency. 
Although a diminished carbohydrate tolerance is encoun- 
tered in other abnormal states, it is most consistent and 
marked in B, avitamtnosis. 

The clinical syndrome of diabetes mellitus has many 
characteristics of a nutritional disturbance the etiology 
of which is still unknown. Proceeding on the hypothe- 
sis that a deficiency of B, may be a factor in the pro- 
duction and clinical course of this condition, an average 
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presence of definite organic disease was no reason for 
the rejection of a case. From the beginning, we 
assumed that the antineuritic vitamin might have a non- 
specific effect in neuritis, regardless of cause. With 
this in mind, it seemed of interest to determine whether 
or not the response of patients without demonstrable 
basis for the neuritic pain differed from that of patients 
with known organic disease. 

When the cases are classified as to age and sex, it 
is seen that the number above and below 40 years is 
virtually the same. Almost three fourths of the patients 
were females, but allowance must be made for the fact 
that the series included three pregnancies, as well as 
eleven anemias of a type having a predilection for 
women. 

It is of interest to note that 75 per cent of the cases 
demonstrated localized tenderness at one or more points 
related to pain. Almost invariably this tenderness dis- 
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appeared as the pain improved. The amelioration of 
associated symptoms, such as weakness, loss of appetite 
and paresthesia, far exceeded the relief of pain. 

Since many of the acute neuritides subside spontane- 
ously, the duration of symptoms must be considered in 
interpreting therapeutic results. The preponderant ten- 
dency toward chronicity in our cases is therefore note- 
worthy. In only 15 per cent had the symptoms. been 


Tas_e 3.—Duration of Symptoms in One Hundred Cases of 
Neuritis Before Treatment 


Upto 1to4 4tol2 3tol2 1to5 OverS 
1 Week Weeks Weeks Months Years Years Total 
1. Polyneuritis 
(a) Metabolie............ 2 7 6 12 9 5 41 
(b) Infectious............ 0 0 » 2 6 4 20 
(ec) With anemia......... 0 0 2 3 5 1 ll 
(d) With pregna ney nave 0 1 2 0 0 0 3 
(e) Of unknown origin.. 0 0 1 2 0 0 
2. Localized neuritis........ 1 4 s 4 3 2 22 
Percentage............06- 3 12 27 23 23 12 100 


present for less than four weeks; in 50 per cent the 
duration ranged from one to twelve months; in 35 per 
cent it was over a year. Twelve per cent of the cases 
were of more than five years’ standing, 23 per cent of 
one to five years’, and 23 per cent of three to twelve 
months’, making a total of 58 per cent in which symp- 
toms had existed for more than three months. This 
element of time diminishes the probability of spontane- 
ous recovery and appears to confirm the instrumentality 
of the vitamin therapy. 

No claim is made of a “cure” in these cases — any 
more than it may be said that insulin “cures” diabetes. 
It is not illogical to assume, however, in an unknown 
percentage of the patients who were rendered symptom 
free and have remained so for a long time since the 
cessation of B, therapy that the neuritis may have been 
due solely to a B, deficiency; but this is pure specula- 
tion. At the present time there is no way of making 
such a clinical diagnosis with certainty. The only basis 
for this theory lies in the clinical response to B,. 

On the other hand, it seems apparent that B, has a 
nonspecific effect in neuritis if the forty-eight cases that 
were improved but not rendered entirely symptom free 
are studied. If there had been a B, avitaminosis in 
these patients their symptoms would have disappeared 
entirely on specific therapy in adequate amounts. Can- 
not their improvement be ascribed to the action of the 
vitamin, their failure to become completely well to the 
continued toxic effects of the original cause? 


An analogy may be drawn with the action of iron 


in the anemias. Just as there is a small group of hypo- 
chromic anemias in whom the administration of ade- 
quate amounts of iron will result in a complete cure, 
it is conceivable that there may be a small group of 
neuritides (usually polyneuritis) in which the ingestion 
of vitamin B, brings about a thoroughly normal state, 
which is maintained after medication is stopped. 

Carrying the analogy further, since the fact is recog- 
nized that large doses of iron will improve secondary 
anemias associated with a large variety of causes such 
as malnutrition, infection, metabolic diseases and even 
malignancy, why cannot it be assumed that adequate 
amounts of B, may stimulate reparative processes in 
the neuraxon, resulting in progress toward the normal 
state, even in the absence of a B, deficiency and regard- 
less of the continued presence of neurotoxins? 

An additional series of eight cases, all proved by 
roentgen examination to be hypotonia of the gastro- 
intestinal tract for which no organic cause could be 
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demonstrated, was also studied. Three males and five 
females comprised this group, ranging in age from 19 
to 37 years. All complained of marked loss of appetite. 
There were definite localized or generalized pains in 
six. In seven, the duration of the constipation was 
upward of four years; the remaining patient gave a 
history of alternating diarrhea and constipation for 
many years. 

Since the combination of anorexia and _gastro- 
intestinal hypotonia has been observed in experimental 
animals known to have a B, avitaminosis, it was decided 
to study the effects of B, in this group. In all cases, 
normal appetite returned and the weakness disappeared. 
Six of the eight experienced a complete restoration of 
normal bowel function, continuing after medication was 
stopped. The remaining two showed a marked i improve- 
ment in elimination, although occasional constipation 
occurred even during administration of the vitamin. 
Pain disappeared entirely in five cases and was greatly 
improved in one. 

Reviewing the results in this brief series, it is impor- 
tant to emphasize that these eight patients represent a 
carefully selected group, in contrast to the neuritic 
cases, which were accepted at random. We had already 
observed in the latter that relief of the neuritic pain 
was not associated with any improvement in the bowel 
function of those patients suffering from coexisting 
constipation, so that we had no delusions of dealing 
with an efficacious constipation remedy. What was 
sought was a clinical counterpart of the condition of 
generalized gastro-intestinal hypotonia and marked 
anorexia that has been observed frequently in experi- 
mental animals with B, deficiency. The small series 


TaBLe 4.—Analysis of Eight Cases of Unexplained Gastro- 
Intestinal Hypotonia with Anorexia * 


— 


Vita 
min 
Neu- Ther 
Bowel Ano- Weak- ritic ap 
Name Sex Age Function rexia ness Pain Mos Result 
A.D. @ 31 Constipation +++ 444+ + 4 Bowels regular; 
since infancy no pain; appe- 
tite normal 
C.E. oO 33 Alternating ++ 0 + 2 Bowels regular; 
diarrhea and no pain; appe 
constipation tite normal 
F.G. @ 17 Constipation +++ 44 + 3 Bowels regular; 
for 4 years no pain; appe 
tite normal 
R.H. 3&7 Constipation 44+ + 5 Bowel function 
for 10 years much im- 
proved; appe- 
tite normal; 
no pain 
P.L. oO 34 Constipation ++ + + 6 Bowels regular; 
for 8 years no pain; appe- 
tite normal 
B.S Q 27 Constipation ++ ++ + 12 Somat function 
for 6 years h im 
prov appe- 
tite normal; 
no pain 
A.F. @ 19 Constipation +++ + 0 2 Bowels regular; 
since infancy appetitenormal 
R.S. 33 Constipation ++ + 0 2 Bowels regular; 
for 15 years appetitenormal 
* Roentgen examination in all cases revealed ogee gastro- 
intestinal hypotonia without any demonstrable causes prese 
reported herewith presents a similar syndrome. There 


is no doubt that this type of case represents only a 
minute fraction of the patients with constipation who 
are observed clinically. 

In view of the large proportion of cases in these 
studies in which the administration of vitamin B, 
resulted in an amelioration of symptoms, it seems 
logical to assume that deficiency states are far more 
frequent than has been thought heretofore. The fact 
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that most of these cases have not been recognized as 
such indicates the need for some clinical method of 
differentiating the various stages of B, avitaminosis 
that will embrace the lesser as well as more intense 
states. We have attempted to formulate such a con- 
cept of vitamin B, deficiency in human beings. This 
is, admittedly, in ‘the formative stage and far from 
final; but we believe that the time has come, with the 
material and observations at our disposition, to attempt 
to define the several clinical phases of B, avitaminosis. 
Recognizing that further research will unquestionably 
necessitate some revision, we suggest the following ten- 
tative basis for continued study: 

1. The state of total (7?) deficiency of vitamin B, 
that is known clinically as beriberi is well recognized. 
It is characterized by weakness, pains in the extremities 
followed by paralysis of the legs, fever, anorexia, diar- 
rhea or constipation, signs of myocardial insufficiency, 
secondary anemia and, at times, marked edema (dry 
or wet form). If untreated, it usually results in death, 
frequently sudden (acute cardiac type). 

2. The next most advanced stage, that of severe defi- 
ciency of vitamin B,, is also recognizable clinically as 
a state of avitaminosis. Its symptoms are weakness, 
severe persistent pain in the extremities, paresthesia, 
anorexia and mild signs of myocardial insufficiency. 
Sometimes it is associated with edema of the legs and 
a history of dietary restriction (nutritional edema). 
the tropics it is frequently diagnosed as rudimentary 
beriberi: it may develop into typical beriberi or subside 
spontaneously. 

3. The third stage, continuing in the direction of 
diminishing severity, is the advanced deficiency of 
vitamin B,, recognized clinically as polyneuritis. Here 
the principal symptoms are weakness, anorexia and 
severe pain in one or more of the extremities or elsc- 
where in the body. This type is sometimes classified as 
alcoholic polyneuritis or toxic neuritis. It may be 
associated with bacterial infections, alcoholism, gastro- 
intestinal disease or a deranged carbohydrate metabo- 
lism. In some cases it is possible that the deficiency is 
due less to an insufficient supply of the vitamin than 
to inadequate absorption. 

4. The state of moderate deficiency of vitamin B, is 
usually unrecognized clinically. The symptoms include 
localized, persistent pain, usually in an extremity or 
in the back, and anorexia. Paresthesia is frequently 
present. There is little or no weakness. This con- 
dition is usually associated with obesity and a disturbed 
carbohydrate metabolism. It is frequently classified as 
diabetic or metabolic neuritis. 

5. The least severe stage, mild deficiency of vita- 
min B,, also goes unrecognized. There are vague pains, 
usually elicited only by pressure over the nerve roots, 
general malaise, anorexia and constipation. Small 
amounts of sugar may be present in the urine, without 
hyperglycemia. There is usually a large carbohydrate 
intake, often associated with a tendency to obesity. 
These cases are frequently classified as _ potential 
diabetes. 

At the present time, as already stated, only the most 
severe forms of B, avitaminosis are wont to receive 
clinical recognition. ‘In view of the frequent occurrence 
of lesser degrees of B, deficiency, as indicated by an 
accumulating mass of evidence, a concerted effort 
should be made to clarify the clinical boundaries that 
demarcate its various stages. This requires extended 


research, which will yield reliable results only if known 
quantities of the pure substance are used in therapeutic 
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tests. As an aid to further study, the pathologic states 
in which we believe the administration of vitamin B, 
is indicated are presented: 
1. Beriberi. 
2. Suspected beriberi. 
3. Polyneuritis : 
(a) Alcoholic. 
(b) Infectious. 
(c) Toxic. 
(d) So-called metabolic. 
(e) Associated with anemia. 
(f) Associated with pregnancy. 
4. Disturbances of the carbohydrate metabolism (including 
cases now classified as diabetes mellitus). 
5. Localized neuritis, resistant to usual therapy. 
6. Unexplained anorexia and gastro-intestinal hypotonia. 


CONCLUSIONS 

1. There is evidence to suggest frequent deficiency 
of vitamin B, in the human dietary. 

2. At the present time only the state of extreme 
vitamin B, deficiency is usually diagnosed. Lesser 
degrees of B, avitaminosis in human beings rarely 
receive clinical recognition. 

3. Experimental results indicate that amounts of B, 
greater than the quantity necessary to protect against 
extreme deficiency (i. e., beriberi) produce beneficial 
effects in lesser deficiencies in both animals and man. 

4. Results of a previous study indicate a relationship 
between vitamin B, deficiency and disturbances of the 
carbohydrate metabolism. 

5. In a study of 100 cases of clinical neuritis in 
which vitamin B, was administered orally, forty-four 
were rendered symptom free, forty-eight were improved 
and eight showed no benefits. 

6. In a group of eight cases of unexplained gastro- 
intestinal hypotonicity and anorexia, six became free 
from all symptoms on ingestion of vitamin B,; two 
were improved. 

7. The use of a single agent—pure vitamin B,—is 
urged in the study and treatment of suspected B, 
avitaminosis. 

145 West Fifty-Eighth Street. 


ABSTRACT OF DISCUSSION 

Dr. FrepertcK F. TispaAtt, Toronto: So many of us have 
been accustomed to thinking of a deficiency of vitamin A as 
showing itself only as xerophthalmia, of B: as beriberi, of C 
as scurvy or of D as rickets, that we frequently lose sight of 
the fact that a relative deficiency of any one of these vitamins, 
if carried on over a sufficient length of time, will result in other 
and just as important signs of ill health. The authors have 
reported that in 100 cases of nerve pain they obtained improve- 
ment and cure by the administration of crystalline vitamin Bi. 
How is it that any one could run into such a large number 
of cases that have formerly not been recognized in which there 
is a deficiency of this food element? At the Department of 
Pediatrics of the University of Toronto we took two groups 
of children in one institution and fed to one group a small 
amount of a vitamin B: and Bz concentrate and observed their 
growth. These children were on an excellent diet the same as 
any one might recommend to one’s patients, built up around 
milk, meat, eggs, vegetables and fruit. The normal children 
getting the additional B: and Bs grew at a considerably faster 
rate than those not getting it. This is evidence that children 
on our present-day excellent diet are not getting an optimal 
amount of this food element. In view of the fact that in one’s 
diet today from 30 to 40 or even 50 per cent of the calories 
consumed are supplied by purified food substances, purified 
flours and sugars that contain no vitamin Bi, it is obviously 
deficient in this vitamin. Although vitamin B: is widely dis- 
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tributed in milk, eggs, liver, kidney, vegetables and fruit, it is 


not abundantly distributed. The work done has shown that 


in the cooking of vegetables more than 50 per cent of the Bi 
vitamin present may be lost. It is not destroyed by heat, but 
it is destroyed by going into solution in the water that is thrown 
away. When one stops to consider that the diet is made up 
of from 30 to 50 per cent of food that contains no vitamin Bi 
and from food cooked in water that is thrown away, one can 
see how the amount of vitamin B, necessary for optimal health 
is not obtained. 

Dr. Martin G. Vornaus, New York: I want to add one 
point to the discussion of the frequency of B: deficiency. It is 
one of the few vitamins that the experimental workers in the 
field believe is not stored in the body, so that, without the 
normal protection of storage that exists with other vitamins, 
the probability of a deficiency state is that much more frequent ; 
secondly, experimental workers have shown, and our clinical 
experience is along the same line, that there is some relation 
between the degree of carbohydrate intake and the utilization 
of the vitamin; i. e., the larger the carbohydrate intake, the 
greater the demand for vitamin B; in the human and animal 
body. Consequently a depletion of B: will take place more 
rapidly on a high carbohydrate diet than it will on a low 
carbohydrate diet. 
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For two centuries certain potassium salts have been 
employed as diuretics in clinical medicine. In 1679 
Thomas Willis’ recommended the use of potassium 
nitrate or “salt of niter” in the treatment of dropsy. 
Wilks and Taylor? used it successfully in 1863. In 
1921 Blum * and Magnus-Levy * were able to show that 
potassium chloride could be administered safely by 
mouth in relatively large doses and that it produced 
frequently a satisfactory diuresis. Since then, McCann 
and his co-workers,’ Osman® and Barker’ have 
obtained similar results with potassium citrate, bicarbo- 
nate and chloride. Barker emphasized the importance 
of giving a diet in which the sodium content was low 
and that of potassium relatively high. It occurred to 
us in 1932 that potassium nitrate might be the salt 
of choice, if potassium itself should have an additional 
diuretic action to the well known effect of the nitrate 
radical. We then outlined the present study, which 
included observations on the relative effect of different 
potassium salts in both the normal individual and 
patients having various types of ee 
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ACTION OF POTASSIUM SALTS ON THE 
NORMAL INDIVIDUAL 

In previous studies ® on the action of acid-forming 
salts our procedure was to give normal individuals a 
measured amount of a given salt under strict experi- 
mental conditions and to compare the urinary output of 
water and other constituents with that in control periods 
before and after the ingestion of the salt. The weighed 
diet was low in water and mineral content, particularly 
as to chloride and sodium. It was calculated to be 
sufficient in calories and protein to keep the individual 
in nitrogen balance. The intake of fluid, in addition to 
that in the food, was limited to 800 cc. daily. The 
experiment extended over a period of from ten to four- 
teen days, a specific salt being given on five of these 
days. The potassium salts given were potassium 
chloride, bicarbonate, nitrate, acetate and _ citrate. 
Sodium chloride was given in a single experiment, 
chiefly to bring out by contrast the relative effects of 
the potassium and sodium radicals. The salts were 
administered in 25 per cent solution in a single dose 
of from 7.5 to 14 Gm. (0.13 to 0.2 Gm. per kilogram 
of body weight). All five potassium salts produced 
diuresis with loss of weight (charts 1 and 2). 

The sudden decrease in the excretion of water and 
minerals after discontinuing administration of the salt 
was a striking finding in each experiment. The nitrate 
caused a relatively greater diuresis than any of the 
other salts. The chloride was next in efficiency, and 
still less efficient were the bicarbonate, acetate and 
citrate. The nitrate also caused a greater excretion of 
chloride and sodium than the bicarbonate, acetate and 
citrate. Potassium was readily excreted after the inges- 
tion of all five salts.° The concentration rose from 
0.50 to 0.96 Gm. per hundred cubic centimeters. Thus 
even with diuresis the normal kidney excreted a urine 
in which the concentration of potassium reached a 
figure approximately fifty times greater than that of 
the blood serum. Such results indicate that potassium 
concentration by the kidney is similar to that of 
creatinine, urea and sulphate. It is obviously con- 
centrated in a much greater degree than sodium. The 
excretion of calcium remained unaltered throughout 
these experiments. A decrease in ammonia nitrogen, 
and an increase in the excretion of bicarbonate along 
with a rise in py, invariably occurred after the inges- 
tion of potassium bicarbonate, acetate and citrate. 
These results are similar to those reported with sodium 
bicarbonate, carbonate and citrate.'° Changes in the 
excretion of total nitrogen and inorganic sulphates and 
phosphates were not uniform and were difficult to 
interpret. Each twenty-four hour specimen was tested 
qualitatively for protein, and the result was invariably 
negative. 

The results in subject V (chart 1) after taking 
sodium chloride are in sharp contrast to those after 
taking potassium salts. There is an early retention of 
water, chloride and sodium with a gain in body weight. 
Later there is an increased excretion of these con- 
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stituents and a slight fall in weight. These results 
simply confirm many similar previous experiments with 
sodium salts." 

In all of our eight experiments with normal indi- 
viduals (colleagues who kindly consented to undergo 
the tests), the serum potassium was estimated before 
the ingestion of the given salt, sometime during its 
ingestion, and after its administration was discontinued. 
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Chart 1.—Normal subjects V., H. and O., showing daily excretion of 
water, chloride, sodium and potassium in the urine and the concentration 
of potassium in the serum after they had ingested sodium chloride, 
potassium chloride and potassium bicarbonate. 


The sample of serum was withdrawn in the morning 
at the end of the twenty-four hour period. No change 
was observed in the serum of subject V, who received 
sodium chloride. This constituted a control for the 
seven individuals who were given potassium salts. In 
the latter, the potassium of the serum either rose a 
few milligrams or, as in M. (chart 2), T. and H. 
(chart 1), increased distinctly to 33, 37 and 40 mg. per 
hundred cubic centimeters, or 8.4, 9.5, 10.2. milli- 
equivalents, respectively." No toxic symptoms were 
noted in any of the seven individuals. Thus, in seven 
normal subjects under the same experimental condi- 
tions, including diet and intake of fluid, the potassium 
was readily absorbed and excreted, yet the concentration 
of the serum varied only from 20 to 40 mg. per hun- 
dred cubic centimeters (5.1 to 10.2 milliequivalents ). 
Further study is necessary to explain these variations 
in the concentration of the serum. 

In order to study the initial effects produced by 
administration of potassium salts, two short experi- 
ments, nine hours in duration, were carried out with 
two normal individuals, K. and B. (chart 3). No food 
was taken for twelve hours preceding or during the 
experiment; however, 600 cc. of water was ingested 
during the experiment. A control specimen of urine 
was collected from 7 to 8 a.m. At 8 a. m., 12.5 Gm. 
of potassium acetate or nitrate was ingested and speci- 
mens of urine were collected at 8:15, 8:30, and 
9 o'clock, and subsequently at hourly intervals for the 
next seven hours. Specimens of venous blood were 


Blum, Léon: Ueber die Balle von “oe bei + Entstehung von 
de Verhandl. d. Kon ng. f. Med. 122-126, 1909. Meyer, L. F.: 
Verhandl. d. Versamml, d. Gesellsch, f. Kinderh. 14: 1909. 

12. Twenty milligrams per hundred cubic centimeters of potassium, a 
Mean figure = 5.1 per liter 
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withdrawn frequently during the experiment. After 
potassium acetate was taken by subject K. there was an 
increase in the renal excretion of water, chloride, 
carbonate and potassium; the py of the urine rose from 
5.9 to 8.3. The changes in the blood were a small 
increase in the carbon dioxide capacity of the plasma, 
from 62 to 69 volumes per cent, and a slight rise in 
the serum concentration of potassium, from 18 to 
20 mg. per hundred cubic centimeters, 4.6 to 5.1 
milliequivalents. The concentration of potassium in 
the urine rose to 0.95 Gm. per hundred cubic centi- 
meters, or fifty times that of the serum. After deduct- 
ing the probable excretion of potassium by a starving 
individual, estimated from the excretion on the first 
day of a prolonged fast by Benedict’s subject,’* this 
— excreted 49 per cent of that ingested in eight 
ours. 

The experiment with subject B. was similar in every 
detail to that with K. with the single exception that 
the same amount of potassium nitrate was ingested 
instead of potassium acetate. The results were in many 
respects similar, although there was a relatively greater 
diuresis and a greater excretion of chloride and 
potassium than in the previous experiment. The py did 
rise, but it fluctuated quite markedly from specimen 
to specimen. The changes in the blood were: (1) a 
slight decrease in the carbon dioxide capacity of the 
plasma, from 66 to 55 volumes per cent, and (2) a small 
rise in the concentration of potassium in the serum from 
18 to 23 mg. per hundred cubic centimeters (4.6 to 
5.9 milliequivalents). The maximal concentration of 
potassium in the urine was 0.76 Gm. per hundred cubic 
centimeters, or forty-two times that of the serum. This 
is a slightly lower figure than in the previous experi- 
ment and is probably to be accounted for by the greater 


G Wt.841kg. M. Wt. %9kg. W. Wt 703 ke 

Normal Normal Normal 
NO KC2H30; 2 
E Control Contrull Control 62 Sgm Con'ral Control § 
oF 
a 

200 }- 
& 180 
160 
§ § 
§ 
Be 


SESE 


Liisi > 
123545676901 2 
Days 


1254567690 
Days 


Chart 2.—Normal subjects G., M., and W., showing daily excretion of 


water, chloride, sodium and potassium in the urine and the concentration 
of potassium in the serum after they had ingested potassium nitrate, 
potassium acetate and potassium citrate. 


increase in the volume of urine. The calculated per- 
centage excretion of potassium ingested was 64. A 
routine qualitative test for protein was made in each 
specimen of urine in these two experiments, and no 
protein was demonstrated. 


13. Benedict, F. G.: A Study of Prolonged Fasting, Washington, 
Carnegie publication 203, 1915, 
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These two short experiments indicate that potassium 
salts are promptly absorbed and readily excreted and 
that the changes in blood and urine are very similar to 
those obtained in the previous experiments extending 
over a period of several days. 


ACTION OF POTASSIUM SALTS ON PATIENTS 
WITH EDEMA 


During the last three years we have administered 
potassium salts to sixty patients with edema. Twenty- 
nine patients had chronic nephritis with edema, twenty 

«sl myocardial degeneration with decompensation, 
seven had cirrhosis of the liver with ascites and 
edema, one had polyserositis with tuberculosis of the 
peritoneum, and in three cases there was edema of 
indeterminate origin. The diuretic results were very 
satisfactory in twenty-nine cases (48 per cent), fair 
in twenty (33 per cent), and a failure in eleven 
(18 per cent). An increased urinary output was thus 
observed in 80 per cent of the cases. In four cases 
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sweat obviously could not account for this marked discrepancy 
between intake and urinary output. This result suggested 
replacement of sodium by potassium in the tissues. Through- 
out diuresis the daily excretion of protein in the urine was 
from 1.5 to 5.2 Gm. per hundred cubic centimeters.14 At the 
time the patient was free from edema, the analysis of the 
chemical constituents of the blood indicated a slight reduction 
in the plasma alkali reserve, but otherwise there was an 
improvement in renal function. In spite of a retention of 
potassium the rise in serum concentration was slight. 

Case 2 (subject G, chart 4).—A woman, aged 24, gave a 
history of albuminuria for one year and of general edema for 
six months. On examination there was no gross anemia, but 
there was slight puffiness of the eyelids and moderate edema 
of the lower part of the back and legs. The blood pressure in 
millimeters of mercury was 105 systolic and 75 diastolic, and 
the ocular fundi appeared normal. Routine urinalyses revealed 
a heavy precipitation of albumin, a few hyaline casts and a 
few leukocytes, but no erythrocytes. Values for certain con- 
stituents of the blood are given in the table. A diagnosis of 
chronic glomerulonephritis with features of chronic lipoid 
nephrosis was made. 


Results of Examination of the Blood of Various Subjects 


Plasma 
Carbon 
Dioxide 
Com- 
Whole Blood bining Serum 
Power, 
Hemo- Vol- Nitrate Choles- Albu- Potas- 
globin, Urea, Chloride,* umes Nitrogen, terol, Protein, min, Sulphate, Sodium, sium, Calcium, 
Sub- Potassium Gm. per Mg. per Mg. per Mg. per r Gm. per Gm. per Mg. per Mg. per =. on = Tr 
ject Chart Salt Given Diuresis 100Cce. 100Ce. 100Ce Cent 100Ce. 100Ce. W0Ce. 100Ce, 100Ce. 100Ce. Ce, 
A. 4 Potassium Before 11.1 72 627 47 340 4.1 1,7 11.0 per 
chloride During seas 42 668 40 (ua bi ote 8.4 330 24 
After ones 40 627 43 268 3.6 0.9 8.5 340 23 
a. 4 Potassium Before 14.9 20 627 a 595 4.6 1.9 6.0 eae ke 
nitrate After pete 22 585 59 4.1 512 4.3 19 “a 318 19 8.1 
8. Potassium Before 12.6 22 627 47 ae 133 2.7 1.4 3.5 387 18 6.5 
nitrate During sete 21 627 48 0.7 sys 3.1 1.9 4.3 301 24 8.3 
After 14.4 18 618 54 an 181 3.4 2.4 5.6 296 18 8.5 
Pe.t 5 Potassium Before 13.7 22 585 51 ma uke 5.2 310 20 ‘ 
After 13.5 22 593 46 tea oda aie 5.6 20 
Pw. Potassium Before 13.7 40 660 46 476 8.4 1.2 6.8 10 e 
nitrate After 33 561 53 
B. 6 Potassium Before 100 ve 
nitrate After 26 ses 


* Caleulated as NaCl. 
+ Very slight or no diuresis occurred in this case (chart 5). 


quantitative studies similar to those just described for 
normal subjects were carried out. 


CasE 1 (subject A., chart 4).—A youth, aged 19 years, who 
had had albuminuria and edema for five weeks, was given 
potassium chloride. Preliminary examination showed that he 
had a moderate degree of general edema, some anemia, with 
a hemoglobin concentration of 11.1 Gm. per hundred cubic 
centimeters, and erythrocytes numbering 3,560,000 per cubic 
millimeter. The urinary changes were characteristic of sub- 
acute glomerulonephritis and there were definite renal func- 
tional disturbances. The blood pressure was usually normal 
and the ocular fundi showed no abnormalities. The values for 
certain constituents of the blood are given in the accompanying 
table. 

Following the exhibition of a weighed diet consisting of from 
1,600 to 2,500 calories, 40 to 50 Gm. of protein, a low mineral 
and water content, 600 cc. of extra fluid, and 105 Gm. of potas- 
sium chloride in thirteen days, the edema disappeared and the 
patient’s weight decreased 24 pounds (11 Kg.). Diuresis was 
indicated by a rise in the daily volume of urine from 600 to 
1,480 cc. There was an increased excretion of chloride, sodium 
and potassium. The potassium concentration rose to 0.41 per 
cent, seventeen times the concentration in the serum. The total 
output of sodium was relatively much greater than that of 
potassium. The comparatively small urinary output of potas- 
sium indicated that potassium was retained in considerable 
quantity. The amount of potassium excreted in the stools and 


Treatment consisted of a weighed diet of 2,500 calories, 
77 Gm. of protein, a low mineral and water content and 600 cc. 
of extra fluid, and potassium nitrate, 12 Gm. (0.2 Gm. per 
kilogram of body weight) daily. Mild diuresis followed, with 
a loss of weight of 15 pounds (6.8 Kg.) in five days. The 
patient was now free from visible edema. The diuresis was 
accompanied by a considerable increase in the excretion of 
potassium, chloride and nitrate, but by a relatively small 
increase in sodium. The concentration of potassium rose to 
0.95 Gm. per hundred cubic centimeters, or fifty times that 
of the serum. These results in regard to the relative amounts 
of sodium and potassium excreted are somewhat the reverse of 
the results in case 1 (subject A.). The excretion of calcium 
was extremely small. The daily output of protein was con- 
siderable, varying from 5.2 to 8.2 Gm. Both in this and in the 
previous case the presence of a considerable amount of protein 
in the urine did not seem to hinder the diuretic response, nor 
was the function of the kidney further impaired. At the ter- 
mination of diuresis the changes in the blood were a slight 
retention of nitrate, without retention of potassium or a notable 
shift in the alkali reserve. 

Case 3 (subject S. in the table).—A married woman, aged 35, 
complained chiefly that for six months she had had edema of 
the feet, legs and face. On physical examination there was no 


14. The protein in the urine was determined by subtracting the non- 

— nitrogen from the total nitrogen and by multiplying the result 

25 he nonprotein nitrogen was estimated after precipitating the 
oretsin with Folin’s tungstic acid reagent. 
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demonstrable anemia. The blood pressure was 100 systolic and 
60 diastolic. There was definite edema of the feet, legs and 
lumbosacral region, reaching as high as the eighth thoracic 
vertebra. Further studies showed that there were no abnormal 
constituents in the urine, which included examination for lipoid 
bodies. The basal metabolic rate was +2. The serologic test 
for syphilis was negative. All tests of renal function gave 
normal readings. However, the concentration of serum protein 
was very greatly reduced, to 2.7 Gm., the albumin content to 
1.4 Gm. and the calcium content to 6.5 Mg. per hundred cubic 
centimeters, as shown in the table. Edema fluid obtained 
through a needle inserted in the leg was water clear and con- 
tained only 0.1 per cent of protein. A diagnosis of an indeter- 
minate type of edema associated with hypoproteinemia was 
made. 

Treatment consisted of a weighed diet of approximately 2,000 
calories, from 80 to 100 Gm. of protein, and a low mineral and 
water content. Extra fluid was limited to 800 cc. Nine grams 
of potassium nitrate was administered daily for fourteen days 
and, because of the low serum calcium from the fifth to the 
fourteenth day, 12 Gm. of calcium lactate was also given daily. 
On this regimen diuresis developed, the volume of urine vary- 
ing from 900 to 2,080 cc. There was an increased excretion 
of chloride, nitrate, sodium and potassium. The concentration 
of potassium increased to 0.41 Gm. per hundred cubic centi- 
meters, seventeen times that of the serum. A slight increase 
in calcium output occurred. No demonstrable amount of pro- 
tein was excreted during this experimental period. When the 
patient became edema free, she had lost 14 pounds (6.4 Kg.). 

The noticeable changes in the blood were the considerable 
rise in serum protein and albumin and calcium contents. 
During diuresis the serum potassium rose to 24 mg. per hun- 
dred cubic centimeters (6.2 milliequivalents), but it fell to 
18 mg. (4.6 milliequivalents) at the termination of the diuresis. 
Similarly, the plasma nitrate rose to 0.7 mg. per hundred cubic 
centimeters during diuresis. 

Case 4 (subject Pe., chart 5)—A man, aged 58, a city clerk, 
had always been a heavy drinker of alcohol, and five months 
before admission the abdomen had become swollen. During 
the last four months abdominal paracentesis was performed on 
five occasions, several liters of fluid being drained at each 
operation. The patient’s ankles had been swollen for three 
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Chart 3.—Normal subjects K. and B., showing hourly excretion of 
water, chloride, sodium (B.) and potassium in the urine and the concen- 
tration of potassium in the serum after they had ingested potassium 
acetate and potassium nitrate. 


months. On examination there was evidence of fluid in the 
left pleural cavity, marked ascites was present, and there was 
moderate edema of the lumbosacral region and of the legs. 
There were no definite evidences of myocardial insufficiency. 
Secondary anemia was slight. Routine urinalyses and tests of 
renal function were essentially normal. The serologic test for 
syphilis was negative. The dye test of hepatic function revealed 
marked retention in the blood, and the serum bilirubin was 
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2.5 mg. per hundred cubic centimeters (direct reaction). A 
provisional diagnosis of hepatic insufficiency, cirrhosis (?), 
ascites and left pleural effusion was made. The etiology of 
the patient’s disease remained obscure. Treatment consisted of 
paracentesis of the left pleural cavity on three occasions and 
of the abdominal cavity twice. Fluid in the amount of 12,500 
cc. was removed in this manner. After paracentesis a firm 
edge, presumably of the liver, was palpated 6 cm. below the 
right costal margin. 

The results of exam- A. Wt te} 
ination of the blood 
are given in the table. 


For a_ period of 
twelve days the pa- 
tient 


was given a 
weighed diet consist- , 
ing of from 1,335 to a 
2,350 calories, 35 to 49 i! 
Gm. of protein, and $5 
: 
a low intake of min- 
erals and water. Ex- 5 
tra fluid was limited ¥ 
to 800 cc. The patient & 
also ingested  potas- S 
sium chloride, 5 Gm. 
daily. On this regi- 
men there was a loss 
in weight of 2 Kg., 
probably due to with- 
drawal of 1,000 cc. 
from the left part of 
the chest and 2,500 cc. 
from the peritoneal 
cavity, a decrease in 
the dependent edema 
and at times a slight 
increase in the volume 
of urine, but no actual 
and steady diuresis. 
The excretion of 
chloride and potassium was increased, the concentration of the 
latter rising to 0.6 Gm. per hundred cubic centimeters. The 
excretion of sodium was very small and was uniform through- 
out. On the seventh day the serum potassium rose to 37 mg. 
per hundred cubic centimeters (9.1 milliequivalents), but later 
fell to the initial figure of 20 mg. (5.1 milliequivalents). In 
this case there occurred a distinct retention of potassium and 
a slight decrease in the alkali reserve, even though the dose 
of potassium chloride was small. 
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Chart 4.—Subjects A. and G., showing 
daily excretion of water, chloride, sodium 
and potassium in urine and the concentra- 
tion of potassium in the serum after they 
had ingested potassium chloride and_potas- 
sium nitrate. 


Two further cases are of interest because of the 
excellent diuretic response obtained. Detailed chemical 
analyses of the urine were not made as in the previous 
four cases. 


Case 5 (subject Pw. in the table).—A farmer, aged 39, when 
admitted to the clinic stated that his illness had begun eight 
months previously with general edema and albuminuria. A diag- 
nosis of chronic glomerulonephritis with edema was made. 

Case 6 (subject B., chart 6).—The patient was a rancher, aged 
56. A diagnosis of myxedema, myocardial degeneration with 
decompensation, and renal insufficiency was made. 


DOSE OF POTASSIUM SALTS 

The amount of a given salt administered in order 
to produce diuresis is considerably greater than the dose 
given in the United States and British pharmacopeias. 
Taking 12.5 Gm. of potassium nitrate as a_ useful 
standard daily dose, we gave to normal individuals, for 
comparative purposes, approximately its atomic equiva- 
lent of the other potassium salts. The content of 


potassium was about 5 Gm. This amount has been the 
usual maximal dose given to patients with edema. 
However, subject H. was given 24.5 Gm. of potassium 
salts, 12 Gm. of nitrate, and 12.5 Gm. of the bicarbo- 
The 


nate, daily, for a period of thirteen days. 
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potassium content amounted to 9.5 Gm. daily. No ill 
effects were observed. Similar maximal daily doses of 
the chloride, nitrate, bicarbonate, acetate and citrate 
have been successfully employed previously by Blum,* 
Wilks and Taylor,? Nonnenbruch,’® Fleckseder,’® and 
Basset, Elden and McCann.° Their doses varied from 
16.5 to 30 Gm. of the salt and from 6.6 to 13 Gm. 
of potassium. 

Caution must be used in administering these large 
doses, and all are agreed that smaller trial doses should 
be given initially. Our plan has 


| been to give from 6 to 12 Gm. 
at — of potassium nitrate, or its 

atomic equivalent in other po- 
— tassium salts, daily to a given 
120 subject, the exact dose depend- 
Penseium ing on the individual’s needs 
0 and condition. A simple clinical 

ee le danger signal is the absence of 
mili eg diuresis after administering a 
120 salt for a few days. Some pa- 

Cure tients were able to take 10 per 
20 cent solutions of a salt, or the 

stn salt itself on food, without dis- 

comfort. Others complained of 
Foy nmol epigastric discomfort or even 
ue nausea. Potassium nitrate, 0.5 
s¢4 |= Gm. in the form of an enteric 
"ie met coated pill, has been the most 


— satisfactory method of admin- 


 istering any one of these salts. 
The combined use of potassium 
Chart 5.— Subject Pe., 


showing daily excretion of 
water, chloride, ium, po- 
tassium and total nitrogen 
in the urine after ingestion 
of potassium chloride. Para- 
centesis of left pleura at P 
> of peritoneal cavity at 


salts and other diuretics, such 
as the organic compounds of 
mercury and the caffeine-con- 
taining compound aminophyl- 
line, sometimes has produced 
excellent results. The combined 
effect is similar to that of the acid-producing salts 
and organic mercury and these salts and caffeine 
compounds. 
TOXIC ACTION 

Potassium salts, when injected intravenously into 
animals, can cause rapid toxic effects, particularly on 
the heart. The experiments of Blake,'? Grandeau ** 
and Traube '’ carried out years ago are often quoted 
to emphasize this fact. Mathison *° in 1911 was able 
to show that potassium chloride, when injected into the 
central portion of the carotid artery of the cat, not only 
was less toxic but actually caused a rise in blood pres- 
sure in contrast to a fall after intravenous injection. 
He attributed the toxic action after intravenous injec- 
tion to the high concentration of potassium, which 
almost at once reaches the heart muscle. Amberg and 
Helmholz * in 1916 determined the toxicity of intra- 
venously injected potassium chloride and sulphate in 
the guinea-pig. They found that the lethal dose was 


15. Nonnenbruch, W.: Diu Sonderdruck klinische 
—) Neue deutsche Klin. 1: 697-764 4, 1933. 
leckseder, Rudolf: Gebrauchliche Diuretika und ihr oneness 
gebiet fiir den praktischen Arzt, Wien. klin. Wehnschr. 41: 816-8 
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17. Blake, J.: Observations on the Physiological Effects of the Various 
Introduced into the Circulation as Indicated by the Haema- 


Fort- 


Agents 
dynamometer, Edinburgh M. J. 51: 330-345, 1839. 
18. Grandeau, Louis: Experiences sur d'action physielogique des sels 
de potassium, de sodium et de rubidium, injéctés dans les veines, Robin. 
. 1: 378-385, 1864. 
: Ueber die Wirkung des salpetersauren Kali auf das 
klin. Wehnschr. 1: 250 (June) 1864. 
thison, G. C.: The Effect of Potassium Salts 
15) oa Their Action on Plain Muscle, J. Physiol. 
21. Amberg, S., and Helmholz, H. F.: The Detoxifying Action of 
Sodium Salts upon Potassium Salts on Intravenous Injection, J. 
Pharmacol. & Exper. Therap. 8: 120 (Feb.) 1916. 
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very small, from 10 to 17.5 mg. per hundred grams of 
body weight, when the solutions, 1 per cent potassium 
chloride and 1.75 per cent sulphate, were injected at 
the rate of 1 cc. per minute. A much larger dose was 
necessary to kill the animal if it had received a previous 
injection of sodium chloride. In 1925 Whelan,” study- 
ing some biochemical effects of intravenously injected 
chlorides in dogs, noted that seven animals, when given 
0.1 Gm. of potassium chloride per kilogram of body 
weight, in ten minutes showed no obvious toxic effects. 
Such results seem to show that slowing the rate of 
injection is an important factor in protecting the heart 
from too concentrated a solution of the potassium salt. 
Two experiments reported by Nicholson and Soffer ** 
early this year also support the view that slow intra- 
venous injections can be much better tolerated than 
rapid ones. 

What is the concentration of potassium in the blood 
serum that is toxic to the heart? McLean, Bay and 
Hastings ** have recently carried out a series of per- 
fusion experiments on the isolated heart of the rabbit 
and found that when the concentration of potassium in 
the perfusion fluid was increased to 48 mg. per hundred 
cubic centimeters (12.0 milliequivalents per liter) ven- 
tricular fibrillation and minimal ventricular contractions 
were observed. These results support Cushny’s state- 
ment *° that a concentration of potassium in the serum 
of greater than about 50 mg. per hundred cubic centi- 
meters (12.8 nillensabada} is highly poisonous to 
the heart. The highest concentration of potassium in 
the serum of our normal controls and of patients when 
taking potassium salts has been 40 mg. per hundred 
cubic centimeters (10.2 milliequivalents), or well under 
this figure. Rabinowitch,”® however, reported serum 
concentration of 58 and 72 mg. per hundred cubic centi- 
meters (14.9 and 18.5 milliequivalents) in two cases, 
one of eclampsia and the other of uremia, but he does 
not mention any outspoken and noticeably toxic effect 
on the heart. Magnus-Levy ‘* and others have stressed 
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Chart 6.—Subject B., showing daily volume of urine and changes in 
blood urea and body weight after ingestion of potassium nitrate. 


that toxic effects produced during a perfusion experi- 
ment may not necessarily occur in the intact animal. 

We believe that the results of experimental studies 
on animals contraindicate, at present at least, the intra- 
venous administration of any considerable amount of 


22. Whelan, Mary: Effect of Intravenous Injection of Inorganic 
Chlorides on the Composition of the Blood and Urine, J. Biol. Chem. 63: 
585-620 (April) 1925. 

. Nicholson, William, and Soffer, 
Experimental Suprarenal Insufficiency 
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Cardiac Arrhythmia in 
in Dogs, Bull. Johns Hopkins 
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25. Cushny, A. R.: The Secretion of the Urine, London, Longman’s, 
Green and Co., 1926, pp. 191. 
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potassium salts in clinical medicine. On the other hand 
we have shown that normal individuals can take a large 
dose of a potassium salt by mouth without demonstrable 
toxic effects. Many observers have given really enor- 
mous doses of potassium salts for a considerable period 
to patients with edema and no untoward effects have 
occurred. In our present series subject H., previously 
mentioned, took by mouth 871 Gm. of potassium salts 
(358 Gm. of potassium ) in a period of sixty-eight days. 
The patient during this entire period took the diet and 
potassium salts regularly, the salts including potassium 
nitrate, chloride and bicarbonate. There were no com- 
plaints and no definite toxic symptoms. These large 
doses of potassium salts failed to establish satisfactory 
diuresis but produced a condition favorable for the 
accumulation of potassium in the body. However, the 
rise of potassium in the serum was very small, 26 mg. 
per hundred cubic centimeters (6.6 milliequivalents), on 
the thirty-ninth day, and 24 mg. (6.2 milliequivalents ), 
on the sixty-eighth day. 

Even the aforementioned large doses of potassium 
by mouth are often exceeded by normal individuals 
whose diet includes large quantities of food rich in 
potassium. Bunge ** stated that certain lrish laborers 
eating chiefly potatoes and certain African tribes living 
on native foods may ingest as much as 50 Gm. of 
potassium daily without toxic symptoms. The daily 
ration of our hospital diets contains from 3 to 5 Gm. 
of potassium. The comparative safety with which one 
can administer food containing potassium and potas- 
sium salts by mouth is probably due to several factors, 
the most important being the rate of absorption from 
the intestine into the portal system, the dilution or 
detoxification of the salts in the blood stream or during 
their passage through the liver, and their rapid excre- 
tion by the kidney. 

Magnus-Levy,* Blum * and Smellie ** reported toxic 
effects in a few patients with cardiac decompensation 
and edema but no fatalities. Estimations of potassium 
in serum or urine were not made. We have found it 
difficult in the written descriptions of these few cases 
to eliminate entirely the possibility of independent acci- 
dents, such as coronary occlusion and acute myocardial 
failure, so that it is not possible to ascribe the symp- 
toms definitely to potassium intoxication. Pilcher, 
Calhoun, Cullen and Harrison *’ have also shown that 
the potassium content of skeletal muscle is decreased 
in congestive heart failure and have administered potas- 
sium dibasic phosphate (up to 14 Gm. daily) in such 
cases. In order to avoid any toxic effects, Blum * and 
Magnus-Levy * advise giving small, initial trial doses 
in this type of cardiac case, and this is undoubtedly a 
wise procedure. Up to the present we have never given 
potassium salts to a patient with extreme oliguria or 
anuria, or to one whose blood urea was greater than 
100 mg. per hundred cubic centimeters. In case 6 (sub- 
ject B.) a urea content of 100 mg. per hundred cubic 
centimeters did not prevent satisfactory diuretic action. 
Small initial doses, advocated in cardiac cases, would 
also seem to be indicated in cases of dropsy with severe 
renal insufficiency. Bolliger and Breh *° demonstrated 
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that in experimental chronic renal insufficiency in the 
dog the potassium concentration of the blood serum 
invariably rises. On the other hand, Rabinowitch ** 
found a remarkable variation in the concentration of 
potassium in the serum of patients in severe uremia. 
In one such case the concentration rose to 72 mg. per 
hundred cubic centimeters (18.5 milliequivalents), but 
in several other cases with just as severe retention of 
urea and creatinine in the blood the values were normal. 
The distribution of potassium in the tissues of uremic 
patients would therefore appear to be regulated by fac- 
tors other than simply a reduced permeability of the 
kidneys for potassium. 

In. the experiments of Amberg and Helmholz just 
mentioned, a preliminary injection of sodium chloride 
made it necessary to increase the lethal dose of a potas- 
sium salt. Osman,® in giving large amounts of alkalis 
to patients with edema, combined potassium and sodium 
salts in order to protect the patient against the possible 
toxic effects of potassium. These facts bring up the 
question as to whether the actual amount of sodium 
in the body is a determining factor in potassium poison- 
ing. In adrenal insufficiency the amount of sodium is 
reduced both in the blood serum and in the tissues, 
while there is often an increase in the concentration of 
potassium in the serum. Potassium poisoning, there- 
fore, has been suggested as a cause of the serious 
symptoms. No such toxic symptoms or relationship 
have been observed in the present study. The concen- 
tration of sodium in the serum varied from 285 to 374 
mg. per hundred cubic centimeters without any demon- 
strable relation to the potassium content. Rabinowitch’s 
observations on uremic blood did not show any definite 
relationship between the sodium and the potassium con- 
tent. Further experimental work in actual potassium 
toxemia is necessary to determine the relative signifi- 
cance of the potassium, the sodium and possibly the 
calcium content of the blood serum. 

In any discussion of toxicity of potassium salts the 
action of the specific anion must be considered. One 
of us *' has described the possible toxic effects of the 
nitrate radical and how these can usually be prevented. 
The chloride ion has a stronger tendency than the 
nitrate ion to cause a shift in the acid-base equilibrium 
to the acid side. Undoubtedly the acid producing salts 
ammonium chloride and ammonium nitrate have pro- 
duced an acidosis, with further reduction of renal func- 
tion in certain types of renal disease.** Potassium, 
bicarbonate, acetate and citrate cause an increased renal 
excretion of carbonate with a decided shift of the uri- 
nary Py to the alkaline side, and we have not seen any 
definite harmful action from these effects. This obser- 
vation agrees with previous clinical experience that 
potassium bicarbonate, citrate and acetate can be given 
safely in comparatively large doses. 


COM MENT 


These biochemical studies indicate that potassium is 
readily absorbed from the intestine, disappears quickly 
into the tissues, and can be rapidly excreted by the 
kidney. The small amount in the blood serum, even 
after ingestion of a considerable quantity, raises the 
question as to its manner of storage and subsequent 
liberation for excretion. The two chief storehouses of 
potassium are the erythrocytes of the blood stream and 
the cells of voluntary muscle. In health, any excess 
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seems to be quickly removed from the blood serum and 
is then gradually excreted by the kidneys. Following 
depletion of potassium due to starvation and that seen 
in cardiac edema, there is retention with a refilling of 
the muscle storehouse. Was the potassium retention 
in case 1 (subject A.) with anemia due to an analogous 
need for the refilling of the potassium storehouse in the 
erythrocytes? The efficiency with which the kidney 
concentrates potassium, at least fifty times, readily 
explains the rapid elimination of a great excess taken 
in the diet by eaters of potatoes, for example. The 
sustained high concentration in the urine in case 2 
(subject G.), in which there was a definite renal lesion, 
suggests that the ability of the kidney to excrete potas- 
sium may be maintained late in chronic nephritis in a 
similar way to its ability to eliminate creatinine. The 
much greater concentration by the kidneys of potassium 
than sodium may possibly be explained by less reabsorp- 
tion of the former in the renal tubules. 

Bunge 7" suggested that potassium and sodium may 
replace each other in the animal organism. The experi- 
mental evidence he gave was that the ingestion of 
potassium salts resulted in a definitely increased excre- 
tion of sodium in the urine. Our data reveal an 
increased excretion of sodium by some of our normal 
individuals and in case 1 (subject A.) ; in the normal 
individual M. and in cases 2 and 4 (subjects G. and Pe. 
respectively ), however, the increase was insignificant. 
These results together with those of Miller ** again 
emphasize the well known fact that potassium and 
sodium have certain independent biologic functions, as, 
for instance, the high concentration of sodium in blood 
serum and interstitial fluid in contrast to the small con- 
tent of potassium, the high concentration of potassium 
in- the erythrocytes with little or no sodium present, 
and also the initial retention of water with the ingestion 
of sodium salts in contrast to loss of water after taking 
potassium salts. 

In the present study five potassium salts have been 
shown to cause diuresis. The cation potassium is 
readily excreted in each instance by the kidney; it also 
brings about a definite shift of the acid-base equilibrium 
in the urine toward the alkaline side. These two facts 
offer a possible explanation for its diuretic action. It 
should be pointed out, however, that of the five salts 
the nitrate produced the most marked effect, which 
emphasizes the importance of the anion as well as the 
cation in considering the diuretic action of a given salt. 

Our clinical results with potassium salts have been 
encouraging. They confirm the results of the thera- 
peutists of the last eighty years.*® We prefer potassium 
nitrate because, after its use, diuresis frequently 
occurs. In our experience it is less likely to cause 
toxic symptoms than ammonium nitrate. Its action, 
when combined with other diuretics, is also often 
satisfactory. Diuresis from potassium nitrate may be 
initiated more slowly and be of longer duration than 
that of other diuretics, but it is less likely to cause 
untoward effects. Organic compounds of mercury act 
more rapidly but in so doing may injure tissues, such 
as those of a diseased kidney. Potassium salts, more 
particularly the bicarbonate, acetate and citrate, pro- 
duce a rapid shift in the acid-base balance, rendering 
the plasma and urine more alkaline. This action sug- 
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gests that these potassium salts may be more effective 
and less likely to cause edema in combating acidosis 


than sodium salts. They might also be used when a 
strongly alkaline urine is desired. 


ABSTRACT OF DISCUSSION 

Dr. Herpert Barker, Chicago: Drs. Keith and Binger’s 
paper brings out two points that are of special interest to me: 
that the potassium salts may be used in a variety of conditions 
for their diuretic effect and that they may be used in those 
conditions without fear of toxicity. Their report should aid in 
dispelling fears in connection with the administration of potas- 
sium to patients with renal disease. Five years’ use of potas- 
sium chloride has not given any untoward effects except in 
possibly three instances. All three patients were suffering from 
advanced glomerular nephritis with edema, hypertension and 
nitrogen retention, so that there were many factors entering 
into the symptomatology. The symptoms in question were those 
of weakness and increased feeble heart action with a gallop 
rhythm. The blood potassiums at that time were 35, 35 and 
40 mg. per hundred cubic centimeters. These are the highest 
blood potassium readings I have obtained with doses ranging 
from 3 to 10 Gm. daily. Doses as great as 60 Gm. daily have 
been reported in the literature and the only untoward effects 
recorded are nausea, vomiting and diarrhea. I have had no 
experience with potassium nitrate. Chemically it should be 
effective when the acid-base equilibrium is not greatly dis- 
turbed. My experience with potassium chloride has been largely 
confined to the chronic cardiac edemas of valvular and hyper- 
tensive vascular types. In these cases the reduction of chlorides 
in the body due to long standing salt restriction renders a 
diuresis very poor with diuretics, especially the mercurials. It 
is therefore especially important to administer chlorides, as the 
potassium or ammonium salts, until blood chlorides are raised 
to 500 mg. or more per hundred cubic centimeters. I feel, 
therefore, that the mineral control of fluid balance, though 
relatively simple to operate, is often much more effective when 
blood chemical determinations are used to assist in choosing 
the proper salt for administration, and it is equally important 
as a guide to probable desirable changes from one salt to another 
as the course of the disorder progresses. 

Dr. Cart H. Greene, New York: A great deal of credit 
is due to the men who pointed out the relationship between 
water retention and salt metabolism in the body and demon- 
strated the clinical application of these facts in the management 
of cases of renal disease. When ammonium chloride and 
calcium chloride were first introduced it was believed that 
diuresis was due to the acidifying action of the chloride ion. 
When ammonium nitrate was introduced it was suggested that 
the nitrate ion perhaps had a specific diuretic action of its own. 
The diuretic action of potassium chloride, on the other hand, 
has been explained in part at least as the displacement of 
sodium salts in the body by potassium salts. I hope that the 
authors will tell us a little more with regard to their conclusions 
as to the relative importance of these various effects in deter- 
mining the diuretic action of potassium nitrate. The adminis- 
tration of ammonium salts must be carried out with care to 
avoid unpleasant gastro-intestinal symptoms. How do the 
authors administer potassium nitrate and in what medium or 
vehicle? Do they consider that there are specific indications 
which would lead them to use potassium nitrate in a case instead 
of the other acid salts with which the profession is more 
familiar ? 

Dr. Mervin W. Brncer, Rochester, Minn.: Dr. Greene has 
asked a difficult question regarding the point of action of potas- 
sium salts. I feel that there is certain displacement of sodium 
in the blood and in the tissues by potassium, but I do not feel 
that this is the total action of potassium as a diuretic. The red 
blood cells contain a larger percentage of potassium than the 
plasma. The plasma contains more sodium, and it is not known 
whether there is a shift in this balance in the administration 
of potassium salts. I rather feel that there is some shift in 
electrolytic ionization, although there may be a direct action on 
the kidney itself. Regarding the administration of potassium 
nitrate, we are using enteric-coated pills of 0.5 Gm., and we 
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give from sixteen to twenty-four of these daily. Potassium 
nitrate can be given in a 12 per cent solution, two tablespoonfuls 
three or four times a day, but it does upset the stomach and, if 
given on an empty stomach in a 12 or 25 per cent solution, it 
will cause irritation. In fact, the morning that I took 12.5 Gm. 
(25 per cent solution) I developed severe abdominal cramps, 
which lasted about half an hour. Of course, it was on an empty 
stomach and double the concentration that is usually given. 
We advise patients to take potassium nitrate after their meals. 
They are put on a salt-free, low-fluid (from 800 to 1,000 cc.) 
diet and usually 50 Gm. of protein daily unless the serum protein 
is low, as in the nephrosis type of case. In such cases the 
protein intake is increased to 75 or 100 Gm. daily. 


PRIMARY ESOPHAGEAL CARCINOMA, 
WITH ESPECIAL REFERENCE TO 
A NONSTENOSING VARIETY 


A CLINICOPATHOLOGIC STUDY BASED ON ONE 
HUNDRED AND EIGHT NECROPSIES 
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Recently, within a comparatively short period, autop- 
sies revealed esophageal carcinoma in four patients who 
had not presented dysphagia, pain, regurgitation of 
food and vomiting, the characteristic symptoms. In 
the absence of the usual clinical picture presented by 
the disease, their physicians had not appreciated the 
presence of a new growth in the esophagus; they found 
some consolation for their failure in diagnosis, how- 
ever, in the fact that the postmortem examination pre- 
sented carcinomatous lesions which were nonstenosing 
and therefore did not obstruct the passage of food. 

The evidence in these four cases prompted the under- 
taking of a clinicopathologic analysis of the Phila- 
delphia General Hospital series of patients from 1920 
to 1933. It was hoped that such a study might point the 
way to certain conclusions concerning the incidence of 
nonobstructive carcinomatous lesions in the esophagus, 
that distinguishing clinical evidences might be brought 
to light, that the relative degree of clinical and patho- 
logic malignancy of stenosing and nonstenosing tumors 
might be illuminated, and that perhaps other important 
changes concerning both the obstructive and the non- 
obstructive variety might be revealed. 


MATERIAL 

During the thirteen year period approximately 
260,000 patients were admitted to this institution. Of 
this number, 247 had carcinoma of the esophagus, 
making an admission rate of slightly less than 0.1 per 
cent. Two hundred and twenty-six of this group died 
in the hospital and the remainder died after being dis- 
charged. One hundred and eight came to autopsy; of 
this number twenty-two, or 20.3 per cent, exhibited a 
nonstenosing variety of lesion, and in eighty-six the 
lesion was certainly obstructive. The results of the 
clinicopathologic study of these autopsies are presented 
herewith. 

SEX 

The general admission records of this hospital show 

that 56 per cent are females. The general autopsy 
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record shows that 40 per cent are females. In this 
especial group of 247 patients presenting esophageal 
carcinoma, including both the 108 cases that came to 
autopsy and the 139 cases in which an autopsy was not 
done, 7.3 per cent were women. Among the number 
with obstructive tumors 5.8 per cent were women, and 
among the number with the nonobstructive variety of 
the disease 13.6 per cent were women. 


AGE AND RACE 

A majority of the patients were between 50 and 
70 years of age. Among those with stenosing carci- 
noma 67 per cent were within this age range, and 
among those with the nonstenosing form 68 per cent 
were within the same range. In the first group the 
youngest patient was 42 and the oldest 85, while in the 
latter group the youngest was 35 and the oldest was 91. 

There were eighty-four white (77.7 per cent), 
twenty-two Negro (20.3 per cent), and two Chinese 
(1.9 per cent) patients in the autopsy series of 108. 
Both the admission and the autopsy records show that 
33.3 per cent were Negroes. In the entire series of 
247, the percentage of Negroes was 11.5. 


HISTORICAL DATA 
The historical data obtained from these patients were 
much alike as to both the obstructive and the non- 
obstructive type. In the combined group the history of 
five patients showed familial cancer, and in the history 
of two patients there was a vague suggestion of it. The 


TABLE 1.—Z/ncidence 


Sex Stenosing Nonstenosing 


father of one patient had died of carcinoma of the 
esophagus. The histories as to previous illnesses, 
occupations and habits of life were so varied that they 
did not warrant definite conclusions. The fact that the 
group history was singularly free from evidence of 
alcoholism may be the more in point because the patients 


2.—Metastases 


Stenosing Nonstenosing 


represented, generally speaking, a low economic and 
cultural level. It has been suggested, indeed, that hard- 
ship may be a predisposing factor in the development of 
cancer of the esophagus. Five of the autopsy group 
had positive Wassermann reactions and a few had 
pulmonary tuberculosis. 


PATHOLOGIC CHANGES 


The three gross anatomic types of esophageal carci- 
noma found at postmortem examination were: 

First, a large fungating carcinoma which protruded 
into the lumen, producing obstruction with dilatation 
proximal to the new growth. This type was responsible 
for the well known clinical syndrome of obstruction. 

Second, an annular type, often partially or completely 
surrounding the lumen of the esophagus, extending out- 
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ward and adhering to adjacent structures but not 
encroaching on the lumen. This type was ordinarily 
nonstenosing but produced dysphagia in some instances 
by reason of the esophagus being anchored (as often 
occurs in this type) at an unusual point or points. The 
mucosa often appeared grossly to be intact. 


Number 
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Chart 1.—Age incidence in stenosing and nonstenosing tumors. 


Third, the ulcerating type, with no narrowing of the 
lumen, usually with dilatation of the esophagus. This 
variety was always nonstenosing. 

Fifty-one per cent of the new growths were located 
in the middle third of the esophagus. In this autopsy 
series there were no nonstenosing lesions found in the 
upper third. Eighty per cent of the stenotic tumors 
were found in the lower two thirds, while all the non- 
stenosing variety were discovered there. 

Histologic study showed all the tumors to be of either 
squamous or undifferentiated types of carcinoma. 
Some patients in the records were diagnosed as having 
cancer of the esophagus, but further study of the 
stained sections and the description of gross lesions 
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Negro Yellow White Negro Yellow 


Chart 2.—Race incidence in stenosing and nonstenosing tumors. 


showed very clearly that they were examples of adeno- 
carcinoma involving the cardia and represented sec- 
ondary extension to the esophagus from primary cancer 
of the stomach. Such patients have not been included 
in this study, contrary to the habit of some writers who 
have presented analytic reports on carcinoma of the 
esophagus, based at times on tissue secured through the 
esophagoscope for biopsy. Of the patients on original 
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record, diagnosed grossly and microscopically as having 
primary cancer of the esophagus, ten slides were not 
available to this analysis for graded study. 

According to Broders’ classification, approximately 
52.5 per cent of the stenosing and nonstenosing tumors 
revealed grade 2 carcinoma structure, 40.7 per cent of 
the stenosing group were grades 3 and 4, while 47 per 
cent of the nonstenosing group showed cells of the 
same grades. 

The average prehospital duration of symptoms for 
the patients of the stenosing type was 193 days. The 
average of their hospital stay was forty-one days. For 
the nonstenosing type, the average symptom time was 
seventy-five days and the average hospital stay thirteen 
days. One patient with nonobstructing carcinoma had 
had symptoms for two years, while another had com- 
plained for only two days before admission to the 
hospital. 

Chart 5 shows that the patients having grade 2 
stenosing tumors complained of their symptoms on an 
average of 225 days before death. The shortest period 
of illness, 180 days, occurred in the grade 3 class of 
stenosing tumors. This apparently indicates an 
approximate difference of only a month and a half. 
Undifferentiated nonstenosing grades of tumors were 
characterized by an average duration of symptoms of 
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Chart 3.—Location of pain in cases of stenosing and nonstenosing 
tumors, 


116 days and grade 3 by a duration of about seventy- 
five days, showing also an approximate difference of 
a month and a half. 

Table 2 indicates the sites to which the primary 
esophageal lesion most frequently metastasized. The 
location and degree of metastasis did not seem to vary 
perceptibly as between the stenosing and nonstenosing 
types. Occasional metastases were found in the stom- 
ach, pancreas, kidneys, adrenals, diaphragm, pleurae, 
pericardium, spleen, thyroid, trachea and aorta. From 
the histopathologic point of view, all the various types 
of carcinoma showed a tendency toward infiltration, 
permeation and/or metastasis, and no relation was 
noted between the grade found and the degree of 
extension. 

CLINICAL FEATURES 


Dysphagia was the earliest and most frequent com- 
plaint among the eighty-six patients with stenosing 
tumors. It was recorded in 94 per cent of such cases. 
In the nonobstructive group of twenty-two, three com- 
plained of dysphagia. In one of these three the esopha- 
gus was found to be adherent to the aorta. In another 
a mediastinal abscess was found. In the third there 
was an extensive permeation of the posterior medi- 
astinum. Weight loss ranging from a few to a hundred 
pounds or more occurred in about 75 per cent of the 
patients, in both the obstructive and the nonobstructive 
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group. While pain was complained of in both groups, 
it was noted in 60 per cent of the nonstenosing tumors 
as against only 39 per cent of the stenosing. The pain 
varied greatly in character and location; sometimes it 
was complained of in more than one region. It might 
be by turns dull, sharp, boring or burning; in some 
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Chart 4.—Cell grade (Broders) of stenosing and nonstenosing tumors. 
Undif. indicates undifferentiated grade consisting of small, round cells 
impossible to classify except as carcinoma. 


cases it was present only during swallowing; in other 
cases it was continuous. While it occurred more fre- 
quently in the epigastrium, it was also related to various 
parts of the chest, chiefly retrosternal, lateral, inter- 
scapular and middorsal, and in a few instances it was 
complained of in the shoulder and down the arm. In 
61 per cent of the cases of stenosing and 40 per cent 
of nonstenosing tumors there was no pain. Vomiting 
occurred in both types of patients at the time of 
admission to the hospital—in 14 per cent of the cases 


TABLE 3.—Symptoms 


* 


Stenosing Nonstenosing 
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Loss of weight 


~ 


No pain 


Regurgitation 


Tarry stool 


with obstruction and in 27 per cent without obstruction. 
It transpired, however, following a close review of the 
case histories, that the rather surprisingly low per- 
centage of the instances of vomiting in the cases show- 
ing obstruction could be accounted for, in part at 
least, by the fact that patients with obstructive lesions 
had gradually learned so to regulate the type and the 
amount of food taken as to avoid regurgitation and 
vomiting. They progressed from solids to semisolids 
and finally to small quantities of liquid only. They 
also limited their intake because of a loss of appetite 
and because of the development of pain in swallowing. 
Food was not regurgitated in any cases in which there 
was no stenosis. Cough was present in 15 per cent of 
the stenosing type and in 36 per cent of the non- 
stenosing. Hoarseness was apparent in 7 per cent of 
the stenosing and in 13 per cent of the nonstenosing 
type. 
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It can be said for the group as a whole that the 
blood picture, including both blood counts and chemical 
analyses, was highly variable, permitting no significant 
deductions and indicating no consistent trend. There 
were of course some unusual manifestations in the 
blood studies, some of which may have been attributable 
to dehydration and to starvation. Gross hemorrhage 
was conspicuous by its absence; hematemesis occurred 
in only one case, and tarry stool was observed in only 
one other, 

DIAGNOSES 
Correct diagnoses were made in 92 per cent of the 
eighty-one cases of stenosis. For the other seven 
patients the diagnoses recorded were mediastinal tumor, 


Tasie 4.—Diagnoses of Clinical Record in Twenty-Two Cases 
of Nonstenosing Tumors 
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Carcinoma of esophagus 
Tuberculosis with empyema 
Carcinoma of lungs and liver (metastatic) 
Carcinoma of liver 
Aneurysm of abdominal 
Aneurysm of thoracie aorta 

Chronie aleoholism 


esophageal obstruction (not specified), carcinoma of the 
liver, carcinoma of the stomach (two cases), acute 
nephritis and pulmonary tuberculosis. These errors in 
diagnosis were made in the case of persons who were 
not dysphagic and who were not studied roentgen- 
ographically with reference to the swallowing function. 
The clinical impression for carcinoma was supported by 
characteristic roentgen changes in the greater number of 
stenosed patients. Examination of biopsies in turn 
corroborated both the clinical and the roentgenologic 
opinion in respect to twenty-one patients. In two other 
cases esophagoscopy was done, and the tissues obtained 
were reported as being of the chronic inflammatory 
type. The tissues removed at autopsy, however, showed 
carcinoma. 


Non-stenosing 


60 
Grade 2 3 4 Undif. 
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Chart 5.--Average duration of symptoms according to cell grade in 
stenosing and nonstenosing tumors. 


The errors of diagnosis in table 4 are all explicable 
in the absence of dysphagia. For instance, an emaciated 
patient with some febrile reaction and with equivocal 
signs in the chest might easily, in the absence of another 
explanation, suggest pulmonary tuberculosis. And 
equally plausible reasoning might be applicable to others 
of these erroneously diagnosed cases. One of the two 
correct diagnoses was reached because the patient evi- 
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denced a certain difficulty in swallowing during the last 
days of his illness. The other correct diagnosis was 
arrived at by roentgen study. This patient was one of 
four of the nonstenosing group for whom a complete 
roentgenologic study of the gastro-intestinal tract was 
made. Reports on three of these patients were negative 
for carcinoma of the esophagus. The fourth for whom 
the correct diagnosis was made had an annular type of 
lesion, adherent to the trachea, and registered delay in 
the time of transit of the barium sulphate meal. 


GASTROSTOMY 

Thirty-five patients had had gastrostomies performed 
at some time before death. The average length of life 
after hospitalization of the patients who were operated 
on was sixty-eight days, as compared with eighteen 
days for those not operated on. A majority of the 
patients who were operated on lived less than thirty 
days, and the greatest length of life after operation 
was 450 days. 

The part that bronchopneumonia plays in the ter- 
mination of life for these patients is noteworthy. 
Sixty-seven per cent of the stenosed patients died from 
this immediate cause. In some of these cases the pneu- 
monia clearly developed from the aspiration of food. 


fUMMARY AND COMMENT 


A review of the data as presented makes it quite 
clear that the generally recognized description of car- 
cinoma of the esophagus applies, in the main, to both 


TABLE 5.—Causes of Death 


Stenosing Nonstenosing 

Carcinoma (uncomplicated) ................ 18 10 
Pulmonary tuberculosis ...................0.. 5 0 
Postgastrostomy peritonitis ................ 2 0 
mediastinitis with bronchopneu- 
Infiltration of aorta, rupture, fatal hemor- 

Suppurative mediastinitis 0 1 
Postesophagectomy hemorrhage ............ 1 0 


types. These studies corroborate the prevailing impres- 
sion that men are more frequently afflicted than women, 
in a variable ratio. No evidence to account for this has 
been brought to light by this or by other studies. The 
age of the patients in the group studied here corre- 
sponds with the generally observed cancer-bearing years 
of life. As to race incidence, although our figures seem 
to suggest that the Negro is less likely than the white 
person to develop carcinoma of the esophagus, this 
study does not seem to furnish sufficient evidence for 
a conclusion in this regard. Nor can any decisive point 
be made concerning heredity, previous illnesses and 
habits of life as affecting the development of carcinoma 
of the esophagus. 

The gross pathologic lesions observed in the group 
described are those generally recognized and the posi- 
tions of these lesions are the positions heretofore 
generally noted. It is worth remarking, for further 
study or demonstration, that this particular study 
revealed not a single instance of a nonstenosing lesion 
in the upper third of the esophagus. 

From the histopathologic aspect, if the Broders 
method of classification is also a measure of malignancy, 
it would seem that the cancer of cases reviewed here 


CANCER OF ESOPHAGUS—MATHEWS AND SCHNABEL 


Jour. A. M. A. 
Nov. 16, 1935 
was of only moderate malignancy and that it was 
apparently of the same degree in the stenosing and non- 
stenosing varieties. It would also appear to follow that 
the grade of squamous cell carcinoma does not deter- 
mine the stenosing and nonstenosing possibilities of a 
carcinomatous lesion in the esophagus. Grossly ulcera- 
tive lesions showed all grades of malignancy. 

From the clinical point of view, these studies confirm 
the generally accepted belief that carcinoma of the 
esophagus is a rapidly malignant disease. This would 
seem to apply particularly to the nonobstructed patients, 
whose brief course of illness was only approximately a 
third of the course of illness of the patients in the 
obstructed group. In this regard, however, some 
account should be taken of the fact that patients obvi- 
ously found difficulty in establishing definitely the exact 
time of onset of symptoms. 

On the whole, our analysis (chart 5) would seem to 
indicate no significant relationship between the grade 
of carcinoma and the duration of symptoms. This may 
mean that grading does not actually measure the degree 
of malignancy or it may mean that the duration of 
apparent symptoms in this disease is no real measure 
of the degree of malignancy. It is quite possible that 
a lesion in the esophagus, occupying as it does a rela- 
tively cryptic position, may in the case of the better 
differentiated tumor actually exist for a longer time 
than the symptoms seem to indicate. This is a reason- 
able inference if one judges by the life history of 
similarly graded tumors growing in easily observed 
locations, such as the skin and the cervix uteri. It 
seems reasonable to believe, on the basis of the studies 
here reviewed, that the clinical picture of esophageal 
carcinoma takes its character largely from the presence 
or absence of stenosis and is not dependent on the 
relative differentiation of the neoplastic squamous cell 
found under the microscope. 

The outstanding implication is that the usual descrip- 
tion of esophageal carcinoma has not sufficiently taken 
into account the nonstenosing variety, which very obvi- 
ously cannot be responsible for difficulty in swallowing. 
In our patients with nonstenosing lesions the striking 
symptoms were loss of weight, pains in or about the 
chest, vomiting, cough and hoarseness. The loss of 
weight is apparently due to some subtle effect of car- 
cinoma other than that resulting from a decreased 
caloric intake. In both the stenosing and the non- 
stenosing variety there would seem to be no direct 
relationship between the location of the carcinoma and 
the site of the pain. 

It is probable that both varieties of lesions are fairly 
well advanced before symptoms become evident. Very 
early diagnosis is therefore rather a remote possibility 
unless a thorough investigation of the esophagus is 
made part of a periodic or otherwise routine examina- 
tion, or unless the diagnostician has a lively and con- 
sistent recognition of the possibility that a patient with 
no difficulties in swallowing, with emaciation, perhaps 
with vomiting, with pain in the chest, cough and hoarse- 
ness, otherwise unexplained, may present this picture 
because he has carcinoma of the esophagus. 

It may be pointed out that gastrostomy afforded in 
the cases reviewed very little extension of life beyond 
that of the patients who were not operated on. The 
failure of therapy thus far, together with the fatal out- 
look for this disease, should not discourage attempts 
at very early diagnosis; these sinister factors should, 
on the contrary, emphasize the need for calling into 
play at an early stage every diagnostic resource. 
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CONCLUSIONS 


1. Of the esophageal carcinomas in a series of 108 
cases that came to autopsy, 20.3 per cent were of the 
nonstenosing type. 

2. Patients in this series with nonstenosing esopha- 
geal carcinoma presented weight loss, pains in the chest, 
vomiting, cough, hoarseness and weakness as outstand- 
ing symptoms. Dysphagia was distinguished by its 
relative infrequency, whereas in the stenosing group 
it was the dominant symptom. 

3. The sex, age and race incidence, the location of 
pain, the metastases, and the immediate causes of death 
were much alike in patients with stenosing and non- 
stenosing lesions. 

4. While clinically both the stenosing and the non- 
stenosing lesions were rapidly malignant, the clinical 
course in the nonstenosing group was only one third as 
long as that of the stenosing. 

5. Pathologically, these tumors were not particularly 
malignant, and there was no correlation between the 
grade of the tumor, the clinical course and the stenosing 
or nonstenosing tendencies. 

6. Whether roentgen investigation is positive or 
negative for this disease, the suspected patient should 
be subsequently studied by esophagoscopy, and, at the 
saine time, properly selected tissue should be procured 
for histologic study. A single or even a subsequent 
report of failure to find tumor, however, should not 
be considered as finally precluding a diagnosis of 
carcinoma. 


Thirty-Fourth and Pine streets—1704 Pine Street. 


ABSTRACT OF DISCUSSION 

Dr. GasrieL Tucker, Philadelphia: The evidence presented 
is incontrovertible because it is obtained by necropsy. I should 
like to ask the authors whether postmortem examination showed 
gross evidence of stenoses in any case in which there had been 
no complaint of dysphagia. Clinically I have seen patients 
without any complaint of dysphagia when a routine roentgen 
study of the neck, chest and swallowing function showed the 
lodgment of a large capsule in the lower third of the esophagus. 
On esophagoscopic examination a nonstenosing lesion was found 
and biopsy showed carcinoma. The inspection of the lesion 
through the esophagoscope gives a characteristic appearance. 
One may see at times that the location of the lesion makes it 
inadvisable to do a biopsy. A negative biopsy should not be 
considered conclusive. The second, third or fourth biopsy may 
show cancer. The symptom of hoarseness is usually due either 
to involvement of the laryngeal nerve or, in the stenosing type 
of cancer, to overflow of secretion from the pharynx, producing 
inflammatory changes in the larynx. In hoarseness, cancer of 
the esophagus is to be excluded as a possible etiologic factor. 
Esophagoscopy is a major diagnostic procedure and should be 
done with every possible precaution to avoid injury. The con- 
clusions drawn by the authors from their studies should lead 
to earlier and more thorough examination of every patient for 
evidence of esophageal disease. Cancer of the esophagus should 
be recognized earlier. The advancement of the technic of 
irradiation and surgery of the esophagus leads to the hope that 
the authors have advanced one step nearer to finding a cure 
for cancer of the esophagus. A woman, 39 years of age, had 
marked obstructive symptoms in the esophagus. Roentgen 
examination showed a large dilatation of the esophagus with 
the typical picture of achalasia (so-called cardiospasm) with 
a stenosis at the level of the diaphragm. There was retention 
of a great deal of food in the esophagus and, after lavage of 
the esophagus and thorough cleansing, esophagoscopy was done 
and revealed a fungating, ulcerating lesion on the left antero- 
lateral wall about 5 inches above the level of the diaphragm. 
The esophagus at this level was so dilated that the fungating 
lesion did not come in contact with the wall of the esophagus 
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except at the point of its attachment and, although of consider- 
able size, was not obstructing the lumen of the esophagus. A 
biopsy showed the lesion to be cancer. At the time of the 
examination, the esophagoscope was passed into the stomach 
through the stenosed area at the level of the diaphragm and 
the typical picture of achalasia was found, there being no lesion 
discernible. This case illustrates a nonstenosing type of cancer 
with esophageal stenosis due to achalasia, in which the esophago- 
scope was the only means by which a positive diagnosis could 
be made. However, after the esophagus had been thoroughly 
cleansed the roentgen examination showed an irregularity in 
the anterior wall, with dilatation of the esophagus at the level 
of the cancerous lesion. 

Dr. TRUMAN G. SCHNABEL, Philadelphia: We were surprised 
after we had analyzed this group of autopsies to find that non- 
stenotic carcinoma of the esophagus had been present in 20.3 
per cent. We had anticipated a short average clinical course 
for the 108 patients, seven and a half months, but were par- 
ticularly surprised that those of this series with nonstenotic 
lesions had lived only a little less than an average of three 
months after the onset of their symptoms. It was also surpris- 
ing not to have found a correlation between the grade of the 
tumor, according to the Broder classification, the length of the 
clinical course and the presence of a stenosing or a nonstenosing 
lesion. Tissue obtained by way of the esophagoscope may not 
show the malignant nature of esophageal lesions, particularly 
if dependence is placed on a single specimen. Esophagoscopy 
becomes more important when it demonstrates that esophageal 
dysfunction as exhibited by roentgen study is not due to an 
intrinsic lesion in the esophagus. I know of a patient who 
had a number of roentgen treatments, following what seemed 
to be positive roentgen evidence for carcinoma. Autopsy after 
sudden death demonstrated mitral stenosis with a large left 
auricle pressing on the esophagus. Here better roentgen studies 
and esophagoscopy would have established the correct diagnosis 
and therefore the futility of the treatment. After we had com- 
pleted this analysis we saw a patient who had lost weight and 
who had unusually palpable cervical glands, some inequality 
of the pupils and hoarseness. With nonstenosing esophageal 
carcinoma fresh in our minds, we ordered roentgen investiga- 
tion of the esophagus, even though there were no suggestive 
symptoms pointing to an esophageal lesion. The evidence from 
this source showed, what was borne out by subsequent biopsy 
investigation, that we were dealing with carcinoma of the 
esophagus. A year ago the patient would have remained a 
diagnostic puzzle. The results of these studies should serve to 
remind one that carcinoma of the esophagus may not cause 
dysphagia. I should like to point out in answer to Dr. Tucker's 
question that five patients of this group with obstructing lesions 
did not complain of difficulty in swallowing. Long before 
patients present dysphagia as a symptom, and even if they 
never refer to pain or difficulty in swallowing, one should be 
conscious of carcinoma of the esophagus. Early roentgen 
investigation and esophagoscopy should be practiced to estab- 
lish the presence or absence of this malady. 


Too Many Mothers Make the Mistake.—The period of 
menstruation is commonly referred to as the period of being 
“unwell,” and this is a rather unfortunate concept of the func- 
tion. It is a perfectly normal phase and this is the idea of 
it which should be impressed upon young girls. Too many 
mothers make the mistake of impressing their daughters with 
the importance of coddling themselves during the periods, of 
abstaining from play and exercise at this time and, in short, 
of actually considering themselves sick. As a consequence, 
because of the power of mind over body, many girls do actu- 
ally become sick and develop into menstrual invalids of one 
sort or another, as I shall have occasion to discuss later. This 
is particularly true if the mother, or perhaps an older sister, 
herself suffers with menstrual disorders of one sort or another, 
for the impressionable child, just beginning to menstruate, soon 
comes to look forward to each period as one when she must 
expect to suffer incapacity of one degree or another—Novak, 
Emil: The Woman Asks the Doctor, Baltimore, Williams and 
Wilkins Company, 1935. 
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Clinical Notes, Suggestions and 
New Instruments 


A NEW METHOD OF REMOVAL OF FOREIGN BODIES 
FROM STOMACH WITH THE AUTHOR’S SHEATHED 
FLEXIBLE GASTROSCOPIC FORCEPS 


GaBrieL Tucker, M.D., PHILADELPHIA 


About a year ago I suggested and published a method of 
localization of foreign bodies in the stomach by means of 
roentgen examination by fluoroscopy and films following the 
introduction of an opaque feeding tube through the esophagus 
and the inflation of air into the stomach. This method has 
proved quite successful, and while using it it occurred to me 
that, if a flexible forceps should be devised that might be 
introduced into the stomach in the same manner as the feeding 
tube had been introduced for localization purposes, the removal 
of foreign bodies from the stomach could be carried out, and 
that, if this method should prove successful and a safe technic 
be developed, it would be very much simpler than the method 
of open tube gastroscopy now in use. 

In foreign body removal the open tube gastroscope under 
double plane fluoroscopic guidance is generally used. In many 
cases great difficulty is encountered because the foreign body 
falls back alongside the spine in the left half of the stomach 
or on the right side of the spine in the pyloric end, where it is 
dificult to grasp through the gastroscope when the patient is 
placed in the usual dorsal recumbency for gastroscopic removal. 
Fluoroscopic guidance is always a necessity in the open tube 
method of gastroscopic removal of foreign bodies from the 
stomach. With the use of a sheathed flexible forceps, dis- 
pensing with a rigid open tube gastroscope, the patient can be 


Fig 1.—-The author’s sheathed flexible forceps, made by Geo. P. Pilling 
and Son Co., Philadelphia. <A, flexible portion of the forceps cciled, 
showing the degree of flexibility that will be permitted by the forceps. 
The blades are in the open position for grasping. B, the double bulb 
arrangement for inflation, either for diagnostic examination or for assis- 
tance in grasping and removing a foreign body. Inflation may be carried 
out with the forceps blades either sheathed or unsheathed, 


placed in the upright or semiupright position after the forceps 
is in position and gravity carries the foreign body to the greater 
curvature of the stomach, where it is easily accessible. In the 
case of a child in dorsal recumbency, the patient can be rotated 


SHEATHED FLEXIBLE FORCEPS—TUCKER 


Read before the Section on Laryngology, Otology and Rhinology at the 
Fighty-Sixth Annual Session of the American Medical Association, 
Atlantic City, N. J., June 14, 1935. 


Jour. A. M. A. 
Nov. 16, 1935 
on the table until gravity and inflation of the stomach allow the 
foreign body to be grasped by the use of the sheathed flexible 
forceps under fluoroscopic guidance. 

The sheathed flexible forceps (fig. 1) that I1 devised is of 
the cannula and stylet type with a modified handle and has a 
very strong and secure grasp. The flexible forceps is covered 
with a rubber tube sheath or jacket, the size of which is No. 18 
French in the child size instrument and No. 20 French in the 
adult size. The sheath has attached to it a metal ball at the 
lower end, which is perforated for the passage of the forceps 
blades; at the upper end of the jacket is a slotted metal sleeve 
attachment that permits the adjustment of the jacket so that 


Fig. 2.-A, tooth plate in the stomach. B, : : 
grasping the artificial denture, which has been withdrawn upward into 


sheathed flexible forceps 


the lower end of the esophagus. C, denture in the upper end of the 
esophagus. The grasp of the forceps covers the projecting point of the 
gold clasp. The curved clasp epposite was withdrawn through the esopha- 
gus without trauma. Roentgenograms by Dr. Karl Kornblum. 


the forceps blades will be covered for introduction. After the 
forceps is introduced and fluoroscopic guidance indicates that 
it is in contact with the foreign body, the rubber tube jacket 
is drawn up about 1 cm. and secured by the handle mechanism, 
allowing the forceps to protrude beyond the metal ball at the 
end of the jacket so that the foreign body can be grasped. 
The metal sleeve at the upper end of the rubber sheath is pro- 
vided with an attachment that permits the introduction of air 
by means of a double bulb, so that the stomach can be inflated, 
thus releasing the foreign body from the folds of the stomach. 
The metal ball on the lower end of the rubber jacket guides 
the forceps around the greater curvature and prevents trauma 
during the introduction. 


TECHNIC OF INTRODUCTION AND USE OF THE SHEATHED 
FLEXIBLE FORCEPS 


In working out a technic for the use of this instrument I had 
the expert advice and invaluable assistance of Dr. Eugene 
Pendergrass of the Hospital of the University of Pennsylvania 
and of Dr. Karl Kornblum of the Graduate Hospital of the 
University of Pennsylvania. The entire procedure for removal 
of foreign body and introduction of the flexible forceps should 
be carried out under biplane fluoroscopic guidance, with the 
assistance of an expert roentgenologist with whom the endos- 
copist is accustomed to work. With adults a vertical plane 
fluoroscope of the motor driven tilt table type may be used. 
The patient is placed in the semirecumbent or upright position 
and rotated in front of the fluoroscopic screen giving biplane 
fluoroscopic guidance. For use in children, biplane fluoroscopic 
guidance in dorsal recumbency is necessary in order to control 
the patient. With the flexible forceps introduced into the 
stomach, however, the patient may be rotated so that gravity 
will carry the foreign body to a point at which it is accessible 
to the grasp of the ferceps. 

Introduction.—In adults the sheathed forceps may be intro- 
duced like the ordinary stomach tube under fluoroscopic gui- 
dance. Previous roentgen study in all patients should exclude 
esophageal disease that would contraindicate introduction of the 
sheathed forceps. In children, when the patient is placed in dorsal 
recumbency, a child-size direct laryngoscope may be used to 
lift the cricoid forward so that the tip of the sheathed forceps 


1. Tucker, Gabriel: A  Sheathed Flexible Gastroscopic Forceps, 
Proceedings of the American Bronchoscopic Society, Toronto meeting, 
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SHEATHED 


can be placed in the upper esophagus by sight. It is then gently 
passed downward and the laryngoscope removed. Further intro- 
duction is carried out under fluoroscopic guidance. This technic 
may be used also in the adult if any difficulty is anticipated. 
When the sheathed forceps has entered the stomach it is passed 
farther in until the metal tip comes in contact with the greater 
curvature of the stomach. If there is a question of the foreign 
body not being in the stomach, the stomach can be inflated 
through the sheathed forceps and the location of the foreign 
body with reference to the cavity of the stomach can be defi- 
nitely determined by fluoroscopic observation. If the foreign 
body is in the stomach the patient can be rotated and the 
forceps manipulated until the metal end of the sheathed for- 
ceps is in contact with the foreign body. The sheath is then 
withdrawn sufficiently to allow grasping of the foreign body. 
The foreign body may be manipulated and turned until the 
proper grasp for withdrawal is obtained by inflation of the 
stomach with air through the forceps and manipulation with 
the forceps, the patient being rotated if necessary. Withdrawal 
of the foreign body after it has reached the hiatal esophagus 
is facilitated by slight inflation through the forceps with a 
hand bulb. Gentle traction is made and the additional air that 
has been introduced may produce regurgitation with consequent 
relaxation of the hiatal esophagus, and the foreign body will 
slip easily into the lower end of the esophagus while the hiatal 
sphincter is relaxed. Sufficient time for the hiatal sphincter 
to relax while gentle traction is made is necessary to avoid 
trauma. When the foreign body has been brought into the 
upper end of the esophagus, the laryngoscope may be reintro- 
duced over the sheathed forceps and the cricoid lifted forward. 
During the introduction and use of the forceps a_ trained 
assistant to hold the head and another assistant to maintain the 
position of the shoulders are 
necessary in addition to the 
fluoroscopic aid of an expert 
roentgenologist. 


Caution, — Extreme gentle- 
ness should be used and plenty 
of time allowed for the mus- 
culature of the esophagus to 
relax during all manipulations 
to prevent trauma. With the 
use of the sheathed flexible 
forceps, as in all examinations 
and treatments of the esophagus, haste and undue force have no 
place. They will result in disaster. Even the ordinary stomach 


tube will rupture the esophagus if sufficient force is used in 
introduction. 


Fig. 
moved from the stofmach with the 
sheathed flexible forceps. 


3.—Gold denture re- 


REPORT OF CASES 
The method has not been in use long enough to establish 
definite conclusions. However, a number of foreign bodies 


have been removed without any difficulty and the reports of 
two cases are submitted: 


Case 1.—A physician, aged 63, dislodged a gold dental bridge 
containing two teeth while eating his breakfast two weeks 
before he came to me for removal of the foreign body. 
Repeated roentgen examination before admission showed the 
denture in the stomach. It apparently would enter the pyloric 
end of the stomach and then be regurgitated into the stomach, 
not passing through the pylorus. I explained to the physician 
my new forceps and method of removal, and he requested that 
I remove the foreign body from the stomach by this method. 
The patient was placed on a fluoroscopic, motor driven, tilt 
table and the forceps was introduced in the same manner as 
the ordinary stomach tube. Under fluoroscopic guidance by 
Dr. Karl Kornblum, the gold denture could be visualized in 
the stomach at the greater curvature (fig. 2.4). The sheathed 
forceps was introduced until the tip came near the foreign 
body. A small amount of air was then insufflated and the 
foreign body was released from the stomach folds and was 
easily grasped by one of the sharp points of the clasp that 
had been constructed to hold the denture in place in the mouth. 
This grasp on the foreign body protected the sharp points, 
making it safe for withdrawal through the esophagus. As the 
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foreign body was withdrawn to the level of the diaphragm a 
small quantity of air was insufflated, and the foreign body came 
easily into the esophagus. Slight difficulty was encountered as 
the foreign body was brought through the cricopharyngeus, 
but it came readily through the esophagus without trauma 
(fig. 2 B and C). The procedure required only a few minutes, 
the patient experiencing only slight discomfort. 

Case 2.—A baby girl, aged 6 months, admitted to the Grad- 
uate Hospital of the University of Pennsylvania, choked on a 


Fig. 4.-—A, 
the stomach in a child, aged 6 months. B, open pin after cephalic version, 
withdrawn into the lower end of the esophagus with the sheathed flexible 


sheathed flexible forceps grasping the open safety pin in 


forceps. Roentgenograms by Dr. Karl Kornblum. 


safety pin the night previous to her admission. Roentgen 
examination showed the pin to be in the esophagus just entering 
the stomach. The child was placed on a fluoroscopic table, and 
the child size sheathed flexible forceps was introduced. As the 
forceps passed downward in the esophagus the pin passed on 
to the greater curvature of the stomach. The forceps was 
introduced into the stomach, a small amount of air insufflated 
and the pin manipulated with the forceps. The sheath of the 
forceps was retracted so that the pin could be grasped with 
the rotation blades in the ring (fig. 44). A cephalic version 
was done with the pin and it was withdrawn with the point 
downward (fig. 4B). Slight difficulty was encountered in get- 
ting the pin out of the pharynx, and in any future case in an 
infant I should introduce a laryngoscope into the hypopharynx 
and lift the larynx and base of the tongue forward as the pin 
comes through the upper end of the esophagus (fig. 5). 


COMMENT 

1. It is believed that the proposed method of removal of 
foreign bodies from the stomach with the author’s sheathed 
flexible forceps is safe and effective and will 
produce less discomfort than the ordinary 
method of gastroscopic foreign body removal 

2. Owing to the fact that air can be insuf- 
flated through the forceps, the operator can 
at all times determine readily the position of 
the foreign body with relation to the cavity 
of the stomach, and the stomach folds can be 
obliterated so that the foreign body can easily 
be grasped. 

3. The instrument should be used by those 
who are experienced in endoscopic work and 
intraesophageal manipulations. Biplane fluoro- 
scopic guidance with the aid of an expert sadae tue 
roentgenologist who has developed with the scopic guidance, 
endoscopist a team for the removal of foreign 
bodies under fluoroscopic guidance is an indispensable part of 
the technic. 

4. Because of the fact that the patient can be rotated and 
the position changed with safety while under fluoroscopic 
observation, the method will permit the removal of foreign 
bodies that would be inaccessible to the ordinary gastroscopic 
method. 

326 South Nineteenth Street. 


Fig. 5.--Safety 
pin removed 
from the stomach 
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AN OUTBREAK OF FOOD POISONING APPAR- 
ENTLY DUE TO STAPHYLOCOCCI 


Pa.D., M.D., Cutcaco 
ce W. Bowman, M.D. 


State Medical com Indiana Transient Service Activities 


AND 
R. N. Harcer, Pu.D., INDIANAPOLIS 


A number of outbreaks of food poisoning due to staphylococci 
have been studied in recent years. Jordan and Burrows! have 
cited nine such outbreaks. 

The outbreak reported here is of interest since it involved 
a large number of people (206) and since specimens of food 
collected immediately following the illness were refrigerated 
and later frozen, so that the bacteriologic analyses are repre- 
sentative of the foods at the time of consumption. 

A recent outbreak of food illness occurred in a group from 
one of the shelters of the federal Transient Service Activities 
in Indianapolis. The men affected were only those on outside 
work relief projects. The menu, outlined by a trained dietitian, 
was served throughout all transient centers in the state with 
identical foods, the same meat, from the same source lots of 
food products of standardized quality from recognized reputable 
packers. The outbreak did not occur or recur in the other 
shelters in the same city. Lunches were prepared for these 
men on Thursday, June 13, 1935, between midnight and early 
morning. The lunches consisted of sandwiches wrapped in wax 
paper, which were put up in bags and given to the men in the 
morning when they were sent out on work relief projects. 
Records were obtained from 206 men who were ill and 161 who 
were not ill, although a total of 471 men were sent out with 
the same lunch. The lunches were eaten at about 11: 30 a. m., 
and about 2 p. m. of the same day the men affected were seized 
with epigastric distress, vomiting, diarrhea and marked prostra- 
tion, the acute symptoms lasting for several hours. 

A sharp rise in temperature following a long period of rain 
came during the day (90 F.) as a contributory factor. The 
ingestion of varying grades of alcohol from canned heat, but 
not always admitted on interview, malingering, and the psychic 
element were no doubt also contributory factors. One other 
suspicious factor was a much used driven well near an old 
fish pool in a nearby city park. Although not dangerously con- 
taminated or unsafe for drinking purposes, it has since been 
closed. 

The epidemiologic data are summarized in table 1. 

From a study of table 1 it is obvious that the greatest number 
of men were ill in the group eating the tongue. sandwiches. 
Since 206 men became ill and 187 of this number ate tongue 
sandwiches, the difference of nineteen must be explained. 
Gastro-intestinal upsets might well have occurred in this small 
number (nineteen) simply from being with the others who 
were so violently ill. 

A thorough general chemical analysis of all mentioned foods 
for extraneous poisons was negative; this analysis was made by 
one of us (R. N. H.) 


A hbacteriologic examination was made of the following 
specimens : 


1. Pickle 9. Fig 
2. Scraps of bread from sand- 10. Sugar 

wiches 11. Cream—evaporated milk 
3. Jelly sandwich 12. Coffee 
4. Jelly used for preparing 13. Vomitus 

sandwiches 14. Cheese 
5. Tongue from sandwich 15. Peanut butter from sand- 
6. Crumbs of bread irom wich 

tongue sandwich 16. Bread from peanut butter 

Cheese sandwich sandwich 


. Tongue—stock used in mak- 
ing sandwiches 


Portions of the solid specimens were emulsified in sterile salt 
solution. One small loopful of each specimen was streaked on 
blood agar and eosin methylene blue agar plates. Serial dilu- 
tions were made and pour plates prepared, veal infusion agar 
and eosin methylene blue agar being used. The plates were 
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incubated for twenty-four hours and then examined. Some of 
the plates showing no growth were incubated for an additional 
period of twenty-four hours, after which they were again 
examined. 

Numerous hemolytic Staphylococcus aureus colonies were 
present on the blood agar plates streaked with samples 2, 5, | 
6 and 8. These staphylococcus colonies predominated over all 
others in the plate containing specimen 2. No paratyphoid 
organisms were found on any of the eosin methylene blue agar 
plates. No growth occurred on the eosin methylene blue, blood 
agar or veal infusion agar plates inoculated with samples 1, 4, 
10, 11 and 12. Green streptococci were present in samples 7 
and 9. No organisms of known significance were found in any 
of the other samples. 


TasLe 1.—Epidemiologic Data 


——— 


Food Il Not Ill Total 

Peanut butter sandwich...................... 148 123 271 

Coffee Without Cream... 14 13 27 


The large number of hemolytic yellow staphylococci in the 
scraps of bread from the sandwiches and the presence of these 
organisms in the tongue, together with the statistical data on 
the foods eaten, seemed further to incriminate the tongue sand- 
wiches as the source of the food poisoning. Strains of these 
staphylococci were therefore isolated from samples 2, 6 and 8. 
These cultures were tested for food poisoning toxic substance 
by feeding experiments on Macacus rhesus monkeys. For this 
purpose the cultures were inoculated into 1 per cent veal infusion 
agar, pu 7.0, and grown in an environment of about 25 per 
cent carbon dioxide for thirty-nine hours at an incubation tem- 
perature of 37 C. After incubation, the agar was removed by 
filtering through cheese cloth, and the remaining liquid culture 
was fed to the monkeys. Each culture was fed by stomach tube 
to two monkeys. The results are listed in table 2. 


2.—Results of Culture 


Culture from 


Monkey Specimen Amount Fed Results 
1 2 45 ee. Vomited 40 minutes after feeding 
2 2 45 ce Several paroxysms of vomiting be- 
ginning 2% hours after feeding 
3 6 55 ee. Several of vomiting be- 
gin hour after feeding 
4 6 No in 4% hours 
Much of sample 
regurgitated at 
time of feeding 
s 45 ce. Several paroxysms of vomiting be- 
ginning 25 minutes after feeding 
6 8 48 ec, Vomited 3% hours 


The results obtained by feeding cultures of the yellow hemo- 
lytic staphylococcus isolated from the scraps of bread (sample 
2), the crumbs of bread from the tongue sandwich (sample 6), 
and the tongue used in making the sandwiches (sample 8) 
indicated that these strains were of the food poisoning type. 

The presence of the food poisoning type of hemolytic yellow 
staphylococci in the tongue could well account for the distribu- 
tion of this organism in the sandwiches. The absence of this 
organism in the cheese sandwich (sample 7) and the bread from 
the peanut butter sandwich (sample 16) would indicate that 
the bread was not the source of these organisms. When proper 
conditions of moisture and temperature occur, the organisms 
probably spread into the bread from the meat filling of the 
sandwich. This spread of the bacteria is associated with growth 
of the organism with apparent elaboration of the toxic sub- 
stance responsible for food poisoning. Favorable conditions 
for the development of this organism were not attained in all 
cases, since many of the men eating tongue sandwiches did not 
become ill. 

There were no fatalities directly traceable to the food poison- 
ing, although one death followed about a week later from pneu- 
monia. All made a rapid uneventful recovery within a few 
hours. 
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CONCLUSION 


A hud: poisoning outbreak involving 206 men was apparently 
due to eating tongue sandwiches that were contaminated with 
a yellow hemolytic staphylococcus. The staphylococci were 
shown by monkey feeding experiments to be of the food poison- 
ing type. 
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Light therapy, both natural and artificial, is of defi- 
nite value in the treatment of some forms of tubercu- 
losis. There is still considerable difference of opinion 
on which regions of the light spectrum are most effi- 
cacious, as well as confusion as to the tuberculous con- 
ditions that respond best to this treatment. 

Natural heliotherapists, especially those working in 
high altitudes, emphasize solar radiation and aero- 
therapy. On the other hand, those in cloudy climates 
have stressed the use of artificial lights and still others, 
on occasion, the x-rays. 


CLINICALLY EFFECTIVE SPECTRAL REGIONS 

There is much dispute as to the relative therapeutic 
values of infra-red, visible and ultraviolet rays, but, 
unfortunately, most observers, enthusiastic over their 
own results, seem to be biased in their opinions. The 
effective heat rays of the light spectrum lie at the red 
end and include visible red and invisible infra-red rays, 
while actinic rays found at the other end comprise that 
visible region extending from the blue, through indigo, 
violet and the invisible ultraviolet rays. 

Sonne found that the infra-red heat rays from the 
carbon arc light set up a cutaneous erythema leading 
in animals to the production of blisters through rapid 
elevation of the skin temperature. The luminous heat 
rays, on the other hand, without producing bodily fever 
could heat a very essential portion of the aggregate 
blood volume of the body to a temperature possibly 
exceeding the highest bodily temperature ever mea- 
sured. Those stressing therapeutically the heat radia- 
tion have described experiments in which animals 
whose body temperature has been elevated to a high 
degree have shown extreme tolerance of infection. 
Rabbits subjected to exposures of dry heat sufficient 
to increase activity of the lymphoid organs have been 
shown to develop on immunization antibodies in much 
larger quantity than did untreated animals immunized 
in the same fashion. 

Danish workers stress particularly carbon arc radia- 
tion for all types of tuberculosis. This are emits much 
visible red and invisible infra-red energy. Its total 
visible rays furnish energy equal to about 20 per cent 
of its aggregate radiant energy, and this is increased 
proportionately with its ampere volume. 

Hyperemia due to heat radiation has been credited 
with favorable clinical results. Bier and _ others 
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employed heat lamps at high temperatures which pro- 
duced hyperemia of long duration and elevated the 
cutaneous temperature to that produced by sunlight; 
rapid clinical recoveries ensued. 

Bernhard of St. Moritz, a pioneer in solar therapy, 
never filters out the infra-red in his treatment of 
wounds. He ascribes his recoveries to the green- 
yellow and shorter infra-red rays. This was borne out 
by poor results of wound healing obtained with ultra- 
violet rays emitted by the mercury vapor arc in quartz. 

The physiologic effects of radiant heat energy suggest 
that clinical results of therapy with sunlight are at least 
in part dependent on the red and infra-red region.' 
Most recently the response of certain forms of super- 
ficial tuberculosis, especially of the skin, to heat radia- 
tion, speaks very clearly for this. 

The exact part played in the clinical usage of light 
by the total visible spectrum is difficult to say, although 
in all probability it is in some way physiologically 
effective. 

The role of ultraviolet energy has been much more 
definitely established through animal and human studies 
in calcium-deficient diseases in which it has specific 
effect. Furthermore, in tuberculosis, on the basis of 
the quality of ultraviolet wavelengths and of the results 
obtained at the seashore, at inland sea level and in the 
mountains, Danish workers are convinced that ultra- 
violet energy of the region longer than 313 millimicrons 
is the one effective in the treatment. 

The additional part played by the action of moving 
air on the skin in the solar treatment of extrapulmonary 
tuberculosis must not be discredited. Probably the 


combination of all factors contributes to the end 
result. 


MERCURY VAPOR ARC IN QUARTZ COMPARED 
WITH CARBON ARC LIGHT? 


The radiations of artificial sources represent approxi- 
mations to sunlight and no two sources are alike in 
respect to the distribution of the energy they emit. 
Therefore different sources do not produce the same 
physiologic or therapeutic action. The energy emitted 
by various artificial sources varies in intensity and in 
spectral distribution. The intensity of the radiation of 
sunlight on the earth’s surface varies considerably, par- 
ticularly on account of location, season and time of day. 
It will vary as much as 5 per cent in total intensity and 
a variation of 5 to 10 times in noon-hour ultraviolet 
winter to summer. 

In the choice of an artificial source of light, one must 
consider the quantity and quality of the energy emitted 
by the lamp. A sufficient quantity of radiation must 
be present which corresponds to the particular parts 
of the spectrum found most efficient in the disease to 
be treated. Under different conditions all parts of the 
light spectrum will yield results if particular conditions 
demand the wavelengths that a special source of light 
emits strongly. 

For therapeutic purposes the sun, the mercury vapor 
arc in quartz and the flaming carbon are burning cored 
carbons filled with mixtures of carbon dust and metals 
have been the chief ones of practical importance. The 
mercury vapor lamp has been particularly developed 
for its emission of ultraviolet, although it emits also 
well in the visible part of the spectrum. Its ultra- 
violet component represents between 9 and 28 per cent 
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of the total energy of all wavelengths emitted by the 
lamp. A carbon arc consuming 25 amperes or more 
and burning specific carbons, such as “sunshine” car- 
bons, closely approximates highland sunshine. Carbon 
arcs of varying amperage and with special cored car- 
bons will emit, almost according to the needs, widely 
varying intensities in many regions of the light 
spectrum. 

An important question in the selection of these vari- 
ous sources of light is the minimum ultraviolet radiant 
power that a source must emit in order to insure effec- 
tive therapeutic action. The amount of ultraviolet that 
can be applied to the body without producing a burn 
depends on the tolerance of the skin. The erythemal 
reaction is really the only physiologic one that is estab- 
lished with a relatively high degree of accuracy. Asa 
criterion it is a simple and practical means of preventing 
severe burns and as a reaction it is a good means of 
judging the effectiveness of a lamp. 

Exact clinical indications for different sources of 
light have not yet been defined. For rickets and tetany, 
both the carbon arc and the mercury arc as well as sun- 
light have proved curative. For extrapulmonary tuber- 
culosis, as that of the skin, bones and joints, intestine, 
peritoneum and lymph nodes, both sources of light have 
had strong adherents and both have shown their value. 
The enthusiasts for solar treatment will insist that a 
spectrum closely approximating that of sunlight is 
necessary, and therefore they particularly advocate cer- 
tain carbon arcs. Others who have gotten favorable 
clinical results with mercury quartz lights argue in their 
behalf. 

The conditions, clinical and otherwise, indicating the 
selection of one source of light in preference to others 
depend in part also on the convenience of usage, the 
availability of the source of light, and the cost of run- 
ning. In the past, carbon arc lamps of high amperage 
have been more generally applied for exposures of 
groups. The mercury quartz lights are now applicable 
for exposures of groups as well as individual patients. 
The carbon arcs of lower amperage, as well as mercury 
arcs, can be used for single patients. Irradiation with 
artificial light, as ordinarily employed indoors, lacks 
some apparently important accompaniments of outdoor 
solar exposures, such as constantly moving fresh air 
with its deeper effects produced through the skin and 
respiration, and in colder weather the uniform warming 
of the whole cutaneous surface with its production of 
a sense of comfort, well being and relaxation. Workers 
aim to produce this with artificial sources of light and 
some added means of ventilation indoors. 


PULMONARY TUBERCULOSIS 


For uncomplicated pulmonary tuberculosis, no clini- 
cal evidence is at hand to prove the indication for light 
therapy. The lack of accurately controlled observations 
among certain workers makes it necessary to accept 
their favorable reports most cautiously. Until contrary 
evidence is at hand, uncomplicated exudative pulmonary 
tuberculosis is a contraindication to light therapy; with 
proliferative or fibrotic pulmonary tuberculosis, which 
may be accompanied by elevation of temperature, sun- 
light or artificial lights, if employed at all, should be 
used cautiously. Intense sunlight should be avoided, 
and diffuse daylight or early morning and late afternoon 
sunlight should be used. Focal or constitutional reac- 
tions should be watched for. The indications here 
resemble those of tuberculin therapy. 
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In pulmonary tuberculosis, even when quiescent, 
harm has been done by sunlight exposures, especially 
with too intense and prolonged irradiations. Solar 
heat alone, especially in summer, can prove very 
exhausting. An observing patient will note fatigue, 
exhaustion, irritability or even overstimulation after 
these solar baths. With this reaction, sunlight should 
be discontinued. If symptoms are due to overdosage 
only, exposures may be resumed after an interval, 
shorter or less intense exposures being employed. 
Increase of local symptoms, such as cough and expec- 
toration, and pleurisy, or of systemic symptoms, such 
as elevated pulse and temperature, serves as a guide. 
In these cases it may be advisable to substitute irradia- 
tions of diffuse daylight of longer duration, or of low 
intensity sunlight in the early miorning and late after- 
noon hours. 

A moot question is the exposure of active febrile 
pulmonary tuberculosis, with or without extrapulmo- 
nary complications, to light irradiations. As regards 
X-ray exposures, workers with extensive experience 
caution strongly against irradiating exudative pulmo- 
nary tuberculosis but emphasize as suitable only the 
stationary proliferative and fibrotic forms with little 
or no fever. Do similar indications hold for light 
radiation ? 

Lo Grasso and others have employed sunlight of 
weak intensity (in the early morning and late after- 
noon hours) for uncomplicated febrile pulmonary 
tuberculosis and have claimed favorable results. On 
the other hand, the reports of Bronfin from the sunny 
resort of Denver and of Jacquerod in Leysin, Switzer- 
land, contradicted this. My own experience is strongly 
in agreement with the latter. 

In an active febrile pulmonary tuberculosis compli- 
cated by active intestinal tuberculosis, mercury quartz 
irradiations have been regularly used by many for the 
intestinal complication and not infrequently with favor- 
able effect. In such cases the activity and nature of 
the pathologic changes of the pulmonary disease have 
been disregarded. ‘The favorable empirical results thus 
obtained and the poor results obtained when other treat- 
ments have been used justify this as an indicated 
therapy. 

For other forms of active extrapulmonary tubercu- 
losis, such as that of bones and joints, or lymph nodes 
complicating active pulmonary tuberculosis, light expo- 
sures have been often used to advantage, so that the 
pulmonary disease, if not rapidly progressive, offers 
no contraindications. However, careful observations, 
especially in exudative forms of pulmonary disease, 
will not rarely reveal the development of harmful pul- 
monary focal reactions due to excessive exposures to 
light. This should deter one from exposing such 
patients indiscriminately. 

Focal reactions have been shown to occur in the 
lungs, even when direct sunlight is reflected in over- 
dosage on a tuberculous larynx. Some _ workers 
observed their occurrence when the limbs alone were 
irradiated with the mercury quartz and carbon arc 
lights. In the use of both lamps and sunlight, one 
often notices on beginning treatment a slight elevation 
of temperature with mildly increased focal pulmonary 
symptoms. This reaction has been likened by some 
observers to a tuberculin reaction. Jesionek believed 
that the pigment could act specifically, just as tuber- 
culin, and that when carried by the blood it set up a 
focal reaction such as he had observed in the lungs, 
larynx and joints. He obtained these only in cases in 
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which good pigmentation developed, and a latent period 
always existed before signs of the reaction appeared. 
By the screening of lupus areas from the light and 
exposing the rest of the body, the diseased tissue has 
often healed, indicating apparently the transport by the 
blood of some substance to the focus. However, ther- 
apy is preferably carried out. by exposing the diseased 
parts in addition, because the local inflammatory reac- 
tions obtained through direct irradiations may be of 
importance. 

In tuberculosis of the urinary bladder, under general 
irradiations, small nodules have been reported to 
develop in the bladder, which were considered as focal 
reactions. In animal experiments irradiation of the 
posterior part of a frog’s body produced vascular 
changes in the retina. Isolated instances of disappear- 
ance of tubercle in the retina under general irradiation 
have been cited. Reyn and Strauss found that thirty 
cases of lupus, which had not been affected by previous 
local treatment, healed when general irradiations were 
added. 

After an experience of eight years with irradiation 
from the mercury quartz lights of 655 patients in all 
stages of tuberculosis and with thousands of exposures, 
Godde reported definite focal reactions set up in fifty- 
seven of them, manifested by an increase of constitu- 
tional symptoms and a spread of the pulmonary dis- 
ease. He was strongly of the opinion that quartz light 
treatment was not a harmless procedure and might do 
damage unless the irradiations were carefully graded 
and slight reactions were heeded. Other workers, 
including Marfan, Grau, Brecke, Bacmeister and 
Harms, have similarly warned against such focal 
reactions. 

Harm due to irradiation of patients with pulmonary 
tuberculosis results almost always from an indiscrimi- 
nate use of light, with overdosage. It manifested itself 
in my experience with increased local symptoms; 
namely, increased cough and expectoration, localized 
pain, blood-streaked sputum or hemoptysis, and, fol- 
lowing these, fever and tachycardia. The exposures 
had then to be shortened, discontinued or given over 
less surface of the body. I have seen genito-urinary 
tuberculosis become definitely aggravated because of 
overexposure. 

Even though only occasional undue focal reactions 
happen, caution is justified. They can easily be avoided. 
Their importance has been emphasized to warn against 
careless usage of light with little regard for dosage. 

Roentgen therapy of pulmonary tuberculosis is effec- 
tive for the proliferative and fibrous forms when the 
disease is stationary. ‘The response is characteristically 
slow. Exudative tuberculosis is a contraindication. 
Overdosage produces damaging focal reactions, often 
of caseous pneumonia. The best results are had with 
doses of about three fourths to four fifths of an 
erythema dose. The quality of the rays should vary 
according to the depth, extent and nature of the 
pathologic condition. Tumor or tolerance doses should 
not be used for tuberculosis. 


PLEURAL TUBERCULOSIS 


Pleural tuberculosis, dry or serous, especially if it is 
the initial clinical manifestation, is occasionally aided 
by light therapy. The acute serous form is not to be 
irradiated. A tuberculous pleurisy with no obvious 
pulmonary disease usually responds to ordinary rest 
and _ hygienic-dietetic treatment; those cases not 
responding after about a month of such treatment may 
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call for irradiations. Pleurisies occurring in the course 
of obvious pulmonary tuberculosis, as well as pneumo- 
thorax cases, offer the same indications as the lung 
disease. Tuberculous empyemas do not respond. ‘If 
sinuses are present, they are rarely helped by local and 
general light applications. Pleural tuberculosis in the 
Negro, peculiarly enough, has been cited as favorably 
responsive to light. 


LARYNGEAL TUBERCULOSIS 


Laryngeal tuberculosis is practically always secondary 
to pulmonary tuberculosis, so that the indications for 
the treatment of the larynx depend on the nature of 
the disease in the lungs. Here, again, light by itself is 
not curative but exercises its part only as an adjuvant 
to the other mainstays of treatment. These, in addition 
to the enforced rest and hygienic regimen, include local 
measures to the larynx applied as they are indicated. 
Such local measures in particular include absolute vocal 
rest (silence), local medications and sprays, and local 
application of the galvanic cautery. General light 
exposures are made to the body, with at times additional 
laryngeal local exposures. The acute forms of laryn- 
geal tuberculosis, particularly those with edema, are not 
indications for light therapy. 

Often vocal silence and bodily rest comprise the only 
treatment required for healing this complication of 
pulmonary tuberculosis. A large percentage of the 
patients will get well in this way and frequently, there- 
fore, the irradiation employed is unjustifiably credited 
with the result. If these measures have not brought 
about improvement in the larynx within a reasonable 
time, light exposures are indicated. 

Local exposures of sunlight may be made by means 
of metallic reflectors (chiefly magnalium). With arti- 
ficial sources, local irradiation has been carried out by 
reflected light through special means devised to employ 
the maximum intensity of ultraviolet or by direct irra- 
diation through quartz applicators attached to water- 
cooled mercury arcs or through especially constructed 
direct water-cooled sources of light. Exposures are 
made with the aim of producing a mild focal reaction, 
the reaction being allowed to subside before the next 
exposure is made. Those patients in whom mild focal 
reactions developed through irradiation showed often 
a greater tendency to heal, but no advantage to be 
gotten from a local treatment to the larynx is cause 
enough to compel a patient to leave his bed when his 
active disease indicates bed rest. Furthermore, general 
body irradiation in this complication plays a large part. 

Direct local exposures have been made with a special 
carbon are through a Seifert apparatus, originated at 
Hayek’s clinic in Vienna. This is a direct irradiation 
procedure in which the epiglottis is elevated and the 
pharynx and larynx are narcotized as for direct laryn- 
goscopy. The patient (lying down) then receives 
direct exposure of the larynx, ranging from one to 
fifteen minutes, depending on the stage of treatment 
and the reactions. Exposures are made generally 
biweekly and extend over a period of a year or more 
The results with all these local irradiating methods 
must still be adjudged with caution. 

The electrocautery is one of the best methods of 
treatment in laryngeal tuberculosis and is the form of 
local treatment most used by laryngologists with experi- 
ence in handling this disease. Local light therapy has 
proved useful as a postoperative measure in cauteriza- 
tion cases, and as a sedative measure in cases in which 
cauterization cannot be done. 
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In lymphatic tuberculosis, irradiation is a most irpor- 
tant aid to hygienic cure. X-rays have not proved of 
mych therapeutic value. The treatment is claimed to 
effect as many as 90 per cent of clinical cures ; but many 
of these, when the node proved refractive to light, have 
yielded only to roentgen therapy. 

Tuberculous lymph nodes may be seen clinically in 
three different stages; namely, as enlarged nodes which 
have undergone hyperplasia, as nodes which have pro- 
ceeded to the stage of caseation and softening, or as 
softened nodes which have perforated to the exterior 
through a sinus tract. In the first stage, general body 
exposures to repeated erythema doses of light are not 
infrequently followed by an inflammatory reaction at 
the nodes with slight pain, tenderness and swelling. 
In the majority of cases the inflammation subsides and 
the lymph node finally heals. About 30 per cent of 
these appear to show no tendency to heal under light 
alone, but with the addition of x-rays a large number 
of these also will improve. Occasionally, nodes in the 
hyperplastic stage may become caseous under light 
treatment and at times may have to be treated surgi- 
cally by excision. In such instances light is of great 
value when used postoperatively in preventing the for- 
mation of tuberculous sinuses. In the second stage of 
caseation, light exposures alone will frequently bring 
about resolution. When softened lymph nodes reach 
the stage of fluctuation, aspiration or incision is neces- 
sary, and then light is most effective. In the third stage, 
excellent results are obtained in clearing up sinuses of 
long standing, but occasionally x-ray exposures may 
have to be combined with light treatment for complete 
healing to take place. Local irradiation of the sinus 
area should be made in addition to general irradiation 
of the body. In cured cases, exposures have averaged 
from three to eight months. 

General body exposures are usually combined with 
those to the nodes or sinuses. In addition, repeated 
aspiration, when possible, is made of any fluctuating 
node, generally entering with the needle from above. 
At times incision into a softened node is necessary. If 
the nodes do not heal with these measures, x-rays are 
resorted to. 

The prognosis will vary frequently, depending on 
whether the patient has also pulmonary tuberculosis 
and what the prognosis of the pulmonary disease alone 
will be. 

For nodes not yet broken down, local and general 
sunlight or artificial light exposure, together with the 
application of x-rays, is the treatment of choice. In the 
softening stage of tuberculous adenitis, treatment is 
first best attempted with sunlight or sunlamps and 
without x-rays. Aspiration is usually necessary. How- 
ever, X-rays may well be added as soon as the softening 
subsides. With sinuses occasionally the use of radiant 
heat may help to close them if combined with sunlamp 
exposure. In addition, it is always necessary to search 
for and treat all possible foci of infection in the upper 
respiratory tract. Tonsillectomy is frequently required 
for cervical adenitis, but in the presence of acute fluc- 
tuating tuberculous nodes of the neck this procedure 
should be postponed until the suppuration is overcome. 

With roentgen therapy, hyperplastic lymph nodes 
react at first with swelling and pain. Later the nodes 
separate and gradually decrease in size. When they 
have become hard, small and movable, it is unnecessary 
to irradiate them further. Tuberculous lymph nodes 
regress slowly after roentgen therapy and, as a rule, 
only after numerous exposures. If a mass of lymph 
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nodes disappears rapidly after two or three exposures, 
the tuberculous nature of the disorder is doubtful. 
Caseous lymph nodes may break down under x-rays, 
and aspiration often then becomes necessary. Soften- 
ing lymph nodes are better influenced by light, par- 
ticularly sunlight. The most gratifying results are 
obtained with x-rays when used for nodes in the infil- 
trative stage. Changes produced by x-rays are possibly 
a cellular inhibition and necrosis, resulting in secon- 
dary fibrosis of the lymphatic channels. 

The dosage of x-rays should be fractional or sub- 
erythema in amount, administered at monthly intervals 
for from eight to twelve months.* When the condition 
is deep seated, a 3 mm. filter of aluminum should be 
used. The initial dose for infants and children must 
not exceed one-third skin unit, for adults three-fourths 
unit. Owing to the relatively great radiosensitivity of 
the lateral and anterior cervical cutaneous surfaces, 
even a mild reaction is to be avoided. The doses are 
to be increased cautiously, the skin being inspected 
carefully each time for signs of saturation. Over- 
treatment is apt to result in disfiguring x-ray reactions 
such as telangiectasia, atrophy and scarring. In young 
subjects undergoing prolonged treatment of the neck 
and mediastinum, care should be exercised to avoid 
irradiating the thyroid and thymus glands. It is seldom 
possible in adults to apply more than one skin unit to the 
lateral surface of the neck without evoking a slight 
erythema. 

Roentgen therapy for adenitis has several advantages 
over surgery. It is less dangerous than operation, with 
no chance of introducing tubercle bacilli into the circu- 
lation, no bad cosmetic effect, and rare recurrences. 
The skin of the neck, however, is quite sensitive and 
great skill must be exercised. Some workers claim 
that damage has been done even to the larynx, but this 
means that the quantitative dose was too large. It has 
been shown experimentally that the virulence of pus 
from abscesses can be markedly diminished by exposure 
to x-rays. Although there is little uniformity of opin- 
ion as to the roentgen treatment of other forms of 
tuberculosis, the results as expressed by most workers 
with lymphatic tuberculosis are favorable. As stated 
before, when these exposures are employed, general 
light baths (sun or artificial sources), together with 
rest and hygienic routine, are carried out in addition. 
There are obstinate cases, of course, in which at times 
conservative treatment fails, and under such circum- 
stances surgical excision must be resorted to; but in 
the largest number of cases this is not necessary. 


SECONDARY ULCERATIVE INTESTINAL 
TUBERCULOSIS 


Secondary ulcerative intestinal tuberculosis is the 
most frequent complication of pulmonary tuberculosis, 
occurring in from 50 to 80 per cent of the patients 
who die of pulmonary tuberculosis, as revealed by 
autopsies. 

Artificial light and solar therapy, as well as a rich 
vitamin diet, should be used in most cases, as they 
frequently relieve the symptoms and bring about recov- 
ery. When the desired results are not obtained by 
light therapy, roentgen treatment of the intestinal tract 
should be carefully given or other additional measures 
employed. 

Excellent results are obtained with the use of arti- 
ficial sources of radiation, with general exposures either 
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of the mercury arc in quartz or carbon arc sources. 
The results depend on factors such as the general status 
of the patient and the location, extent and nature of the 
disease in the intestine. Those with far advanced pul- 
monary and intestinal tuberculosis with little remaining 
resistance cannot be expected to respond, but intestinal 
tuberculosis today is healed in many patients, and 
autopsies have often confirmed this. 

It is seen that, with light exposures and hygienic 
treatment, the symptoms referable to the intestinal 
tract generally vanish during the first few months of 
irradiation, but the exposures should be continued for 
at least six months to two years. The loss of symptoms 
is frequently surprising, abdominal pain and discomfort 
disappearing, diarrhea and fever subsiding quickly, and 
general improvement taking place. Roentgenologic 
studies show that the intestinal irritability as visualized 
by x-ray defect clears up entirely in many instances. 
It is usually best to continue light therapy for many 
months after an apparent cure has occurred. 

Patients who do not respond to light should be given 
roentgen treatment. An exposure should be made 
weekly, with rays generated at a voltage of 135 peak 
kilovolis and filtered with 4 mm. of aluminum, with 
the tube at a distance of 35 cm. General body expo- 
sures to light combined with local roentgen irradiations 
in suitable doses often yield results superior to those 
obtained with either alone. 

With x-rays, the abdomen should be irradiated uni- 
formly. This part of the trunk should be divided into 
four anterior and four posterior fields, with the navel 
as the common center of the four fields. The two 
upper should extend from the level of the diaphragm 
to the navel, the two lower fields from the navel down 
to and including the pubic region. If the quantitative 
dose of x-rays is no greater than three fourths or 
four fifths of an erythema dose, there is almost no 
danger of intestinal reaction or complication. Smaller 
amounts are insufficient to affect a tuberculous lesion 
within the abdominal cavity. Irradiations should be 
repeated at intervals of four weeks and continued for 
from three months to a year. 


PERITONEAL TUBERCULOSIS 


In peritoneal tuberculosis, light therapy always 
deserves a trial first. The serous exudative type gen- 
erally responds to light irradiation, both in children 
and in adults. The dry proliferative form, usually 
adhesive, is more refractory. When there have been 
ulcerations and large caseous lymph nodes, as commonly 
seen in children, the results are most unsatisfactory. 
When the disease is of long standing, healing is more 
difficult than when irradiation is begun a short time 
after onset. 

Pain under light therapy usually disappears rapidly, 
especially in children. Large quantities of ascitic fluid 
may disappear in a few months 

With roentgen therapy the dosage employed and the 
technic of irradiation are the same as for intestinal 
tuberculosis. The results with roentgen therapy are 
at times surprisingly good. Surgery is often resorted 
to. Not infrequently, merely opening the abdomen has 
resulted in clinical cures, just as has the institution of 
pneumoperitoneum. 


GENITO-URINARY TUBERCULOSIS 

If unilateral renal tuberculosis is diagnosed at the 
very onset of symptoms and when such symptoms are 
slight, conservative treatment with light therapy has 
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on rare occasions prevented the need of surgical inter- 
vention. As a rule, nephrectomy is indicated. 

For unilateral progressive renal tuberculosis or 
bilateral disease in which the more involved kidney is 
removed, light therapy is to be advised as a desirable 
postoperative treatment. It may have a favorable 
action on the genital organs and the remaining kidney 
and effectively contribute to the healing of a tuberculous 
cystitis, whether alone or in association with medical 
treatment. Light therapy exercises a healing action on 
the stump of the ureter, which so often shows residual 
ulceration, resulting in a discharging sinus or a per- 
sistent cystitis. It has given excellent results, even 
with chronic gaping wounds, extensive and deep, and 
even when covered with ulcerations and tuberculous 
granulations. The edges of the wound are separated 
and held apart with broad strips of adhesive plaster to 
allow the light rays to penetrate the depths and to pre- 
vent formation of a closed pocket, which would favor 
purulent retention as a result of a premature superficial 
closure. Such extensive wounds may heal with a linear 
elastic scar and often are hardly visible in the pig- 
mented skin. 

Light is particularly indicated in those not infre- 
quent cases of renal tuberculosis complicated by genital 
tuberculosis in which the seminal vesicles and prostate 
are involved, thus often obliging postponement of 
cystoscopy to avoid trauma of the prostate and the 
risks of general infection. In such cases it is impru- 
dent to consider the kidney disorder as an independent 
lesion, for it is but one manifestation of tuberculosis 
affecting the whole genito-urinary system. Therefore, 
before surgical intervention it is advisable to treat the 
concomitant lesions with a methodical course of light 
therapy to make cystoscopy and nephrectomy proce- 
dures of less risk of dissemination. 

In bilateral renal tuberculosis, light therapy is indi- 
cated. It may help render the disease quiescent; its 
occasional analgesic action on ulcerations of the bladder 
is particularly welcome. It is in these cases of bilateral 
tuberculosis that advanced infection implicating the 
genital tract is so often encountered. While the renal 
lesions tend to become stationary, there is often a steady 
regression and improvement of the prostatic and 
bladder lesions and their clinical symptoms. 

Advanced bilateral renal and bladder tuberculosis 
has rarely responded to any form of therapy, especially- 
when the patient is cachectic. Pain has occasionally 
been relieved by light exposures, but the frequent urina- 
tion is very resistant. Occasionally removal of the 
more diseased kidney has temporarily relieved the 
symptoms. Postoperative sinuses, especially following 
nephrectomy, have responded in a large number of 
cases to light therapy of all forms. 

Circumscribed tuberculous lesions of the urinary 
bladder have improved under local intravesical expo- 
sures of ultraviolet radiations from the low pressure 
cold mercury discharge. 

Roentgen therapy has not proved of value in this 
form of disease except in occasional instances, for the 
healing of fistulas. Tuberculosis of the epididymis and 
testicle has occasionally given favorable response to 
X-rays. 

Generally, when the disease is confined to the epi- 
didymis, surgical excision is indicated as a very simple 
and safe procedure. Excision of the testicle may or 


may not be indicated, depending on the stage of its 
involvement, whether the vesicles and prostate are also 
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involved, and whether the disease is caseous or fibrous. 
At times complete radical excisions of the whole tract 
or the major part of the tract are indicated. 


BONE AND JOINT TUBERCULOSIS 


In bone and joint tuberculosis, heliotherapy, although 
not the mainstay of treatment, is always employed in 
combination with other forms of therapy. Orthopedic 
measures, rest in the open and light form the basis of 
conservative therapy. 

Combined conservative treatment includes orthopedic 
measures, such as immobilization of joints, traction, 
and careful use of passive and active motion; use of 
light, air, tuberculin and diet; judicious application of 
surgery, and, rarely, roentgen therapy. 

There are at present three definite schools of treat- 
ment, each with adherents. The first emphasizes the 
need for surgical intervention, especially fusion, in all 
cases of joint tuberculosis. This school maintains that 
cure can occur only through ankylosis and that this 
ankylosis is produced more rapidly and safely by the 
surgeon than by nature. 

The second school, as represented by Rollier, is 
rigidly set against surgery except in unusual instances. 
This school holds that light therapy with orthopedics 
can do far more than the surgeon’s knife. The latter 
destroys while radiation heals. 

The third school adopts a more conservative attitude. 
Its leaders think that the problem of joint tuberculosis 
is much too complicated and difficult to be settled by 
one mode of attack and that in each instance numerous 
points of view and fine differentiations must be con- 
sidered in reaching the maximum therapeutic effect. 
Surgery, solar therapy, artificial light therapy, braces, 
even in some cases the much maligned plaster-of-paris 
cast, ail have their place in the treatment of bone and 
joint tuberculosis. Only the future can decide which 
of these three schools comes nearest to the truth, 
although advocates of surgical fusion are steadily 
increasing. 

Light therapy must be admitted to be a real addition 
to our resources. It is not to be expected that it will 
produce new cartilage in place of that which has been 
utterly destroyed; it does not make the process of 
fusion less necessary than it has been hitherto, but 
it can help this develop. It is wrong to expect that 
its use will bring about regeneration of bone equal to 
that of a few vertebral bodies when they have been 
destroyed; but when this has occurred and a gibbous 
deformity: exists, light therapy has aided orthopedic 
treatment in fusing these diseased surfaces, especially 
when employed together with postural treatment. 

Surgical fusions are less commonly performed on 
children under 12 years of age. If performed on 
adults or children, the disease must first show some 
evidence of retrogression; thus surgery is to help 
nature. Following operation, patients are still treated 
for from one to two years, and during this period 
heliotherapy plays an important part. 

Both mercury are in quartz and carbon arc irradia- 
tions, employed as general and local exposures for pro- 
longed periods of time, have proved aids in the treat- 
ment of bone and joint tuberculosis. The technic of 
irradiation is the same as that described with other 
forms of tuberculosis. With early exposures, the joints 


or bones often respond with increase of the local swel- 
ling and pain and, if a sinus is present, increased secre- 
Small joints yield more 
The knee joint is 


tion. These in turn subside. 
quickly to treatment than large ones. 
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refractory, and particularly obstinate are old fistulas of 
the spinal column, pelvis or hip. Treatment demands 
two years or more in many instances. 

Roentgen therapy is occasionally added and has at 
times shortened the period of treatment. As a rule, 
however, it is not enthusiastically advised except in 
involvement of the smaller and superficial bones, those 
of the tarsus, metatarsus, carpus, metacarpus, fingers 
and toes, sternum and ribs. Even with these, results 
are not rapidly obtained. In tuberculosis of the spine, 
hip, knee and sacro-iliac joint, x-rays are practically 
never used. 


OTHER FORMS OF TUBERCULOSIS 


Various other forms of tuberculosis indicate light 
therapy. With the cutaneous tuberculoses, lupus vul- 
garis responds almost specifically. Scrofuloderma and 
erythema induratum react less constantly buf very 
favorably at times. Papulonecrotic tuberculids are resis- 
tant. Lupus erythematosus is often aggravated by light. 
Tuberculous ulcers of the mouth and pharynx, usually 
secondary to advanced pulmonary or laryngeal tubercu- 
losis or to hematogenous dissemination, are most resis- 
tant. Electrocoagulation is a more effective therapy. 

X-rays are of definite value in most cutaneous tuber- 
culoses due directly or indirectly to the tubercle bacillus 
and in a few results are spectacular. Those which are 
amenable to x-rays respond well to suberythema or sub- 
intensive and fractional dosage. Suberythema doses 
of from one half to two thirds of a skin unit, repeated 
in a month or more, give excellent results in scrofulo- 
derma and disseminated miliary lupus. This method 
of irradiation, alone or combined with various medical 
and surgical methods, benefits or cures also lupus vul- 
garis, sarcoid, erythema induratum, tuberculosis ori- 
ficialis and tuberculosis verrucosa cutis. The tuberculids 
and lupus erythematosus temporarily involute under 
x-rays, but recurrences are not prevented. 

Aural and ocular tuberculosis are difficult to affect 
with light, although corneal ulcers and phlyctenular 
conjunctivitis have not infrequently healed under local 
exposures. Roentgen therapy has proved effective with 
tuberculosis of the cornea and iris, but its dose must 
be moderate and repeated regularly at intervals of 
about four weeks. These measures are indicated when 
tuberculin therapy has failed. 


RELATIVE MERITS OF DIFFERENT FORMS 
OF RADIATION 


The following outline is constructed with the realiza- 
tion that as yet the relative merits are not accurately 
defined and not accepted by all. It is offered merely as 
a possible working basis: 


Sunlight is available in almost every locality at some 
season of the year. Its intensity is variable, but moving 
air and low intensity sunlight or diffuse daylight can 
generally be used. In some places, where the extreme 
cold of winter prevents outdoor exposures for a few 
months, artificial sources of light should be resorted to. 

1. Uncomplicated Pulmonary Tuberculosis.—(a) 
Sunlight is to be used only after prolonged trial of 
routine rest, hygienic-dietetic treatment, and perhaps 
in cases in which surgical treatment has failed to cause 
satisfactory healing (exudative tuberculosis always 
excluded). Carefully graduated general body expo- 
sures are to be made to sunlight of low intensity or 
to diffuse daylight, together with air baths in the earlier 
morning or later afternoon hours. The so-called pre- 


MacKee, G. M.: Cutaneous Roentgen and Curie Therapy, Science 
of ng 1933, p. 291. 


V 
19 


Votume 105 
NuMBER 20 


tuberculosis of children, as well as chronic pleurisies, 
are all forms in which sunlight can be the treatment of 
choice. 

(b) Artificial lights (mercury arc in quartz and car- 
bon arc) deserve a trial only after routine therapy has 
failed, but one should not expect promising results 
except in isolated instances. They may occasionally 
help as an adjuvant. Progressive cases with fever 
and exudative tuberculosis are excluded. Pleuris‘es 
and the “pretuberculosis” of children can be favorably 
influenced. 

(c) X-rays are to be confined to the proliferative 
and fibrotic forms with little or no fever, and then 
used rarely, if at all. Progressive pulmonary tubercu- 
losis and all exudative forms strongly contraindicate 
x-ray exposures. 


2. Active Extrapulmonary Tuberculosis Without 
Active Pulmonary Tuberculosis —Tuberculosis of the 
skin, lymph nodes, bones, joints, genito-urinary tract, 
peritoneum, intestine: By this is meant that the signs 
and symptoms of active or progressive disease are due, 
not to the pulmonary tuberculosis, but to the extra- 
pulmonary focus. Signs of active disease include both 
local and constitutional signs. 

(a) Sunlight is the treatment of choice for bones 
and joints, lymph nodes and genito-urinary tract, espe- 
cially in the highlands. Graduated exposures of the 
body are to be made to sunlight, together with the use 
of rest and hygiene and whatever surgical and ortho- 
pedic measures may be necessary. Results are excellent 
if sunlight is employed over prolonged periods, even in 
active but not rapidly progressive forms of the disease. 
Artificial lights should be used, in addition, on cloudy 
days, especially in cases of cutaneous tuberculosis or 
discharging sinuses. 

(b) Artificial lights (mercury are in quartz and car- 
bon arc) are to be used usually as substitutes for sun- 
light. However, they may be preferable to sunlight 
for certain complications, such as superficial, peritoneal 
and intestinal tuberculosis. Superficial forms include 
lupus vulgaris and scrofuloderma, keratitis and phlyc- 
tenular conjunctivitis. General exposures are always 
made with additional local exposures over the area of 
disease. 

(c) Roentgen therapy may be the treatment of choice 
in the infiltrative stage of lymph node tuberculosis. 
Employed locally with other measures, results are often 
hastened in tuberculosis of the small bones, superficial 
joints, and skin. The locally applied x-rays and general 
sunlight or lamp irradiations can be combined. When 
x-ray exposures are thus added to light therapy, the 
duration of treatment is at times shortened. 

3. Active Extrapulmonary Tuberculosis with Active 
Pulmonary Tuberculosis Accompanied by Fever.—Both 
pulmonary and extrapulmonary tuberculosis show sub- 
jective and objective evidence of active or progressive 
disease. 

(a) Sunlight is the treatment of choice in tubercu- 
losis of the bones and joints and in genito-urinary 
tuberculosis, sunlight of low intensity in the early morn- 
ing and late afternoon hours being used. The solar 
and air exposures should be given very gradually. 

(b) Artificial lights (mercury are in quartz and car- 
bon arc): The mercury quartz light is often preferred 
when pulmonary disease is exudative and febrile, 
because of its great deficiency in heat rays. Better 
results are then had in tuberculosis of the intestine, 
peritoneum, epididymis and lymph nodes. It is advis- 
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able to alternate mercury quartz irradiations with 
exposure to the outside air and diffuse daylight. 

(c) X-rays should not be applied locally to an exu- 
dative or progressive form of tuberculosis. If not 
progressive, the same conditions exist as for 2 c. 

With an acute progressive tuberculous laryngitis, 
light irradiations applied locally are inadvisable until 
the acuteness has subsided; but, if other measures have 
failed, light irradiations may be tried as a final treat- 
ment, if only for their possible analgesic effect. Com- 
binations of local irradiations of light and general body 
exposures are always employed, if possible, according 
to the indications mentioned. 


CONCLUSION 


Benefits are undoubtedly obtained by patients suffer- 
ing from tuberculosis of the bones, articulations, peri- 
toneum, intestine, lymph nodes and larynx when the 
entire body is exposed to carefully graded doses of 
natural sunlight or to radiation emitted by certain 
artificial sources of light rays. The beneficial results 
of such irradiation are due not only to ultraviolet rays. 
The visible and infra-red rays, as well as the conditions 
of the atmosphere, play a certain part in the therapeutic 
effect. 

In tuberculosis of the skin, lupus vulgaris alone can 
be said to respond specifically to light. Scrofuloderma 
and erythema induratum react favorably at times to 
general and local exposure, although not as constantly. 
Lupus erythematosus does not respond to and may be 
aggravated by light. 

In tuberculosis of the bones and articulations, it is 
generally agreed that suitable, graded exposure to 
natural sunlight is most effective in aiding the healing 
accomplished by orthopedic and other measures. Expo- 
sure to artificial sources of radiation is valuable here 
as a second choice. 

Pulmonary tuberculosis, per se, is not an indication 
for light therapy; stationary pleural tuberculosis has 
often been helped by this measure. 

Genito-urinary tuberculosis deserves a trial of such 
treatment in combination with other measures. Local 
exposure to ultraviolet rays of circumscribed tubercu- 
lous lesions of the urinary bladder has been shown to 
yield favorable results, but the method requires special 
applicating devices and, above all, skilful treatment of 
the bladder lesion. 

Ocular tuberculosis and aural tuberculosis respond 
infrequently to light. Oral tuberculosis is most resistant. 

Fistulas are often resistant to such treatment. Post- 
operative sinuses, in contrast, are most responsive. 

Intestinal, peritoneal and lymph node _ tuberculosis 
especially indicate light therapy and often are rapidly 
responsive. 

In tuberculosis, overdosage has produced harmful 
focal reactions. Here light may set up a focal reaction 
similar to that of tuberculin. 

The erythemic reaction is an accurate indicator of 
skin tolerance. Hence a preliminary exposure of a 
small area to gage the minimal perceptible erythema 
will avoid undue burns. 

Surgical versus conservative treatment of bone and 
joint tuberculosis: With any form of tuberculosis, light 
is to be used merely as an adjuvant and should be com- 
bined with all other indicated forms of therapy. The 
mainstays of treatment still remain, such as rest, proper 
dietary, and hygienic outdoor life. 

With bone and joint tuberculosis, orthopedic mea- 
sures combined with light still play the major role. 
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Indications for surgical intervention may depend on 
many factors: economic and social conditions, the age 
of the patient, the joint involved, their number and the 
stage and extent of the disease, involvement of other 
organs such as the lungs and kidneys, and complicating 
abscesses or sinuses. Joint tuberculosis is still a local 
manifestation of a constitutional disease. Surgical mea- 
sures are therefore in turn to be recognized as adjuvant 
procedures to be followed by prolonged conservative 
therapy. Intervention by surgical fusion is always to 
be seriously considered in the presence of advanced 
joint destruction. Restoration of function may occur 
in the synovial form of joint tuberculosis, even in the 
presence of large effusions; but complete functional 
return of motion in a joint is doubtful when the bony 
parts have been destroyed to a marked degree. 
Roentgen therapy of pulmonary tuberculosis has 
many restrictions and important contraindications. Its 
healing effect in certain forms of extrapulmonary 
tuberculosis has been definitely established, but the 
limitations must be recognized, dosage carefully regu- 
lated, and treatments given only by experts in the field. 
470 Park Avenue. 


LEPEL ULTRA-SHORT WAVE MACHINE 
ACCEPTABLE 

Manufacturer: Lepel High Frequency Laboratories, 

New York. 

The manufacturer recommends this machine for medical and 
surgical diathermy. The unit is of the spark gap type. The 
wavelength is approximately 9.5 meters, although there is a 
second resonance point which generates a wavelength a few 
meters longer. The spark gap 
and transformer are kept cool 
by means of an electric fan, 
which operates while the unit is 
turned on. 

Temperature measurements 
were taken on a spark gap and 
the transformer to determine 
whether they overheated. The 
temperature rises, after the 
machine had been operated on a 
full load for one hour, did not 
exceed the upper limits adopted 
by the Council. It is well fitted 
in substantial cabinet and 
appears to be well made. The 
shipping weight is about 150 

pounds. 

P The tissue heating ability of 
the unit was investigated in a 
clinie acceptable to the Council. According to a technic recom- 
mended by the manufacturer, cuff electrodes 2.5 cm. wide and 
50 cm. long were applied to the human thigh, one near the hip 
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Fig. 1.—-Lepel Ultra-Short 
Wass Machine, 
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Fig. 2.—Schematic diagram of circuit 


and the other just above the knee. Felt and toweling about 
2.5 cm. thick separated the skin from the cuffs. 
Thermocouples were inserted directly into the tissues. All 
thermometric devices were checked against a standard mercury 
thermometer. Thermocouples were in place during treatment. 
After twenty minutes’ treatment, the machine being operated at 
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the patient’s tolerance, the temperature rise (average of eight 
tests) was observed to be more than that for conventional dia- 
thermy—the criterion for evaluating short wave machines which 
the Council has adopted. 

Burns may be produced by this machine, but, with ordinary 
care, they may be avoided; their likelihood to occur is much 
less than with conventional diathermy. 

In view of the foregoing report, the Council on Physical 
Therapy voted to include the Lepel Ultra-Short Wave Machine 
in its list of accepted apparatus. 


Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES 


THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS 
CONFORMING TO THE RULES OF THE COUNCIL ON PHARMACY AND 
CHEMISTRY OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION 
TO NEW AND NONOFFICIAL REMEDIES. A COPY OF THE RULES ON WHICH 
THE COUNCIL BASES ITS ACTION WILL BE SENT ON APPLICATION. 


Paut Nicnoras Lercn, Secretary. 


DIPHTHERIA ANTITOXIN.—For description see the 
U. S. Pharmacopeia and Useful Drugs. 
Lederle Laboratories, Inc., Pearl River, N. Y. 


Diphtheria Antitoxin, Globulin-Lederle- Modified.—This preparation 
differs from diphtheria antitoxin-U. S. P. chiefly in the method of refine- 
ment. The process of refinement is based essentially on a controlled 
method of selective digestion of the proteins of the immune horse blood 
with pepsin. As a result of this process, as much as 90 per cent of the 
coagulable protein may be digested, a smaller portion is precipitated, and 
the remainder, a pseudoglobulin fraction, is purified first by ordinary 
filtration and then b ——o and dialysis. Diphtheria antitoxin, 
globulin-Lederle-m odifed ed, marketed in single syringe packages repre- 
senting 1,000, 5, 00. 10, 000, "20, 000 and 40,000 units of diphtheria anti- 
toxin, respectively, 


1988 5 BD). VACCINE (See New and Nonofficial Remedies, 
Pp 


Lederle Laboratories, Inc., Pearl River, N. Y. 


Rabies Vaccine- mas) (Semple Method.).—(See New and Nonofficial 
Remedies, 1935, p. 382).—Also marketed in packages of fourteen vials 
each containing 2 Ai, 


TETANUS ANTITOXIN.—For description see the U. S. 
Pharmacopeia and Useful Drugs. 
Lederle Laboratories, Inc., Pearl River, N. Y. 


Tetanus Antitoxin, awe Lederle-Modified.—This preparation differs 
from tetanus antitoxin-U. . chiefly in the method of refinement. The 
process of refinement is od essentially on a controlled method of selec- 
tive digestion of the proteins of the immune horse blood with pepsin. As 
a result of this process, as much as 90 per cent of the coagulable protein 
may be digested, a smaller portion is precipitated, and the remainder, a 
pseudoglobulin fraction, is purified first by ordinary filtration and then 
by ultrafiltration and dialysis. Tetanus antitoxin, globulin-Lederle- 
modified, is marketed : packages of one vial containing 1,500 units of 
tetanus antitoxin; in single syringe packages representing 1,500, 3,000, 
5,000, 10,000, 20,000 aed 40,000 units of tetanus antitoxin, respectively ; 
and in packages of one cylinder containing 10,000 units of tetanus anti- 
toxin, for intraspinal administration. 


NOVOCAIN (See New and Nonofficial Remedies, 1935, 
p. 63, and THe JourNat, June 22, 1935, p. 2256). 

The following dosage forms have been Leper 

Ampules Solution Novocain, 2 per cent, 3 cc. 
distilled water to make 3 cc. 

Ampules Novocain Solution, 10 per cent, 2 gt 
Novocain 0.2 Gm. in distilled water to make 2 


Novocain 0.06 Gm, in 


Spinal Anesthesia): 


WHITE’S COD LIVER OIL CONCENTRATE 
(LIQUID) (See THe Journat, Sept. 21, 1935, p. 966). 

The following dosage form has been accepted: 

White’s Cod Liver Oil Concentrate Liquid, Vials, 5. cc. —Each t 
thirds minim (0.038 Gm.) has a vitamin A ney of not less bor 


ten 
2,280 units (U. X Revise, 1934), and a vitamin D potency of 
not less than 320 units (U. S. P. X Revised, 1934). 


MERCUROCHROME (See New and Nonofficial Reme- 
dies, 1935, p. 309). 

The following dosage form has been accepted: 

Surgical Solution of Mercurochrome. —Mercurochrome 2 per cent dis- 
solved in a vehicle ose, of 55 parts of 95 per cent alcohol-U. S. P., 


10 parts of acetone-U and 35 parts of water, to which has been 
added sodium carbonate in the proportion of 0.1 per cent. 
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+ eae (See New and Nonofficial Remedies, 1935, 


The following dosage form has been accepted : 

Saf-T-Top Tincture Metaphen: Tincture of metaphen 1: 200, _——— 
in ampules having a capillary opening, containing 2 cc. and 

Prepared by Robert A. Bernhard, Rochester, N. Y 


Committee on Foods 


Tue CoMMITTEE HAS AUTHORIZED PUBLICATION OF THE FOLLOWING 
REVORTS. Raymonp Hertwic, Secretary. 


ACCEPTANCE WITHDRAWN 


LISTER’S DIETETIC FLOUR (SELF-RISING) 

Manufacturer —Lister Bros., Inc., New York. 

Description —Self-rising mix, containing casein, sodium case- 
inate, ground ivory or palm nut (Phytelephas macrocarpa), 
sodium bicarbonate and calcium acid phosphate. 

Manufacture —The casein curd is precipitated from milk with 
hydrochloric acid. The curd is worked and washed with water 
at least five times, dried and ground. The sodium caseinate is 
prepared by adding four parts of sodium bicarbonate to the 
curd (described above) from 100 pounds of milk. The mass is 
dried on hot rolls, 

Definite proportions of the formula ingredients are auto- 
matically mixed and packed in cartons. 

Analysis (submitted by manufacturer).— 


per cent 

cc 0.0 
Dextrins (alcohol precipitation method)............. 0.0 
Carbohydrates other than crude fiber (by difference)... 28.5 


Calories (available).— 2.3 per gram; 65 per ounce. 

Claims of Manufacturer —Recommended for diets low ia 
carbohydrates. 

Uselessness as a Special Purpose Food.—tLister’s Dietetic 
Flour, manufactured specially for use in diets restricted in dex- 
trose formers, was accepted in November 1933, before the 
Committee adopted definite requirements for a special purpose 
flour of this character. To be eligible for acceptance at this 
time, such type of flour shall contain dextrose formers yielding 
dextrose in an amount not greater than 3.3 Gm. per hundred 
cubic centimeters (the dextrose equivalence being computed as 
the carbohydrate, plus 58 per cent of the protein, plus 10 per 
cent of the fat content of the food). Dextrose formers of 
Lister’s Dietetic Flour, on the other hand, yield 13 Gm. of 
dextrose per hundred cubic centimeters (based on submitted 
information that 100 cc. of the product weighs 39 Gm.). 

There is authoritative evidence that commercially prepared 
special diabetic foods such as this flour are of limited usefulness 
to the diabetic patient and that the availability of insulin makes 
them no longer necessary. Artificial substitutes for ordinary 
foods are not to be favored; it is much better for the diabetic 
patient to learn how to plan his diet with foods in common use 
and readily available. The diet should be exactly prescribed in 
carbohydrate, protein and fat, and total calories. 

The designation of a food as a “diabetic food” merely because 
it is low in carbohydrates is now unwarranted and misleading 
and gives the erroneous impression either that the food taken 
in unrestricted quantities in diabetes is harmless or that it has 
remedial action. Except for the necessity of restricting foods 
to avoid overstepping the food tolerance, there are no special 
diabetic nutritional requirements. The exploitation of starch- 
free or low carbohydrate foods containing an excess of protein 
for use by diabetic patients is unwarranted. Protein may be 
tolerated almost as poorly, if not quite as poorly, as starch in 
diabetes. 

Because Lister’s Dietetic Flour is adjudged without useful- 
ness or special adaptability for inclusion in diets restricted in 
dextrose formers, it no longer will be listed among the accepted 
foods of the Committee on Foods. 
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ACCEPTED FOODS 


THE FOLLOWING PRODUCTS HAVE BEEN ACCEPTED BY THE COMMITTEE 
ON Foops oF THE AMERICAN MEDICAL ASSOCIATION FOLLOWING ANY 
NECESSARY CORRECTIONS OF THE LABELS AND ADVERTISING 
TO CONFORM TO THE RULES AND REGULATIONS. THESE 
PRODUCTS ARE APPROVED FOR ADVERTISING IN THE PUBLI- 
yee CATIONS OF THE AMERICAN MEDICAL ASSOCIATION, AND 
FOR GENERAL PROMULGATION TO THE PUBLIC. THEY WILL 
BE INCLUDED IN THE BooK oF AccEPTED Foops TO BE PUBLISHED BY 
THE AMERICAN Mepicat ASSOCIATION, 

Raymonp Hertwic, Secretary. 
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RUGER’S PURINA BRAND WHEAT BREAD 


Palanan B. Ruger Sons Company, La Fayette, 
nd. 

Description—A whole wheat and white flour bread made by 
the sponge dough method (method described in THe JourNaAt, 
March 5, 1932, p. 817); prepared from whole wheat flour, water, 
white flour, sweetened condensed skim milk, leaf lard, yeast, 
salt, sugar, partially defatted soy bean flour (omitted in sum- 
mer) and a yeast food containing calcium sulphate, ammonium 
chloride, sodium chloride and potassium bromate. 


HIDEX 


Manufacturer.—Scientific Sugars Company, Indianapolis, sub- 
sidiary of Union Starch & Refining Company. 

Description. — Essentially a powdered mixture of dextrins 
(64 per cent) and maltose (32 per cent), obtained from dias- 
tatic conversion of corn starch. 

Manufacture —A mixture of formula proportions of ground 
corn (hulls and germ removed), water and diastatic barley 
malt is held at the proper temperature until the starch is con- 
verted into dextrins and maltose in the ratio of approximately 
64 to 32 respectively. The resulting mash is filtered; the 
filtrate is heated to 85 C., admixed with charcoal, filtered, 
concentrated in vacuum, heated to 95 C., drum-dried in vacuum, 
ground and packaged. 


Analysis. — per cent 
32.0 


Calories.— 3.9 per gram; 111 per ounce. 

Claims of Manufacturer —A high dextrin carbohydrate food 
for supplementing milk in infant feeding. Of especial advan- 
tage in diarrhea and postoperative feeding in that the dextrins 
do not readily ferment. Relatively slowly digested, the dex- 
trose produced is only gradually made available for absorption. 


JENNY LEE BRAND LONG MACARONI 
JENNY LEE BRAND LONG SPAGHETTI 
JENNY LEE BRAND ELBOW MACARONI 
JENNY LEE BRAND ELBOW SPAGHETTI 
JENNY LEE BRAND MACARONI SHELLS 


Manufacturer —Minnesota Macaroni Company, St. Paul. 

Description—Macaroni of various shapes prepared from 
durum semolina. 

Manufacture—Same as for Minnesota Brand macaroni prod- 
ucts (Tue Journat, Aug. 3, 1935, p. 369). 


GRISDALE BRAND TOMATO JUICE 
Distributor.—Gristede Bros., Inc., New York. 
Manufacturer —P. J. Ritter Company, Philadelphia. 
Description —Canned tomato juice, retaining in high degree 

the natural minerals and vitamins. Seasoned with salt. The 


same as Ritter Tomato Juice (THE JourNaAt, Oct. 6, 1934, 
p. 1069). 
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CLINICAL ASPECTS OF AVITAMINOSIS A 

The relatively recent and eagerly awaited develop- 
ment of knowledge of the chemistry of vitamins has 
been preceded and paralleled by the compilation of 
information concerning the physiologic importance of 
the substances so designated. It is now evident that 
a number of descriptions of disease appearing in the 
early medical literature are largely manifestations of 
avitaminosis. Fundamental discoveries in the organic 
chemical, the physiologic chemical and the physiology 
laboratories have explained in many instances the 
rationale of certain historic dietary therapeutic mea- 
sures. Although the major portion of the biologic 
results have been obtained with experimental animals, 
this information has gradually led to a recognition of 
conditions in the clinic which simulate those produced 
in the laboratory. 

The fat-soluble factor, vitamin A, has not yet been 
isolated in pure form but has interested clinicians since 
early times through the manifestations of its deficiency. 
Accumulating medical literature testifies to the mani- 
fold functions in which this vitamin is_ involved. 
Avitaminosis A has been described as the cause of 
xerophthalmia, as an alleged etiologic factor in the 
formation of urinary calculi, as being of significance 
in creating a resistance to infections in the respiratory 
organs, as related to keratomalacia and other pathologic 
lesions of the cutaneous system, and as a necessary 
dietary constituent for prevention of lesions of the 
nervous system. The skin changes of chronic avita- 
minosis A are particularly striking; many varieties of 
dermatitis may be seen before xerophthalmia makes its 
appearance. Mackay recently made a critical review 
of the clinical literature and concluded that the earliest 
effects of vitamin A deficiency could probably be 
detected in the skin. This author undertook a large 
scale test on infants to determine the effects of prophy- 
lactic treatment with vitamin A. The results? taken 


1. Mackay, Helen M. M.: Vitamin A Deficiency in Children, Arch. 
Dis. Childhood 9:65 (April) 1934. 

2. Mackay, Helen M. M.: Vitamin A Deficiency in Children, Arch. 
Dis. Childhood 9: 133 (June) 1934. 
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as a whole indicate a perceptible increase in the resis- 
tance to minor infections of the skin in those infants 
given the extra vitamin A. Mackay concludes that, 
although only a fraction of the minor skin infections 
seen in the infants studied by her could be attributed 
solely to a lack of vitamin A, there is in avitaminosis A 
a generally lowered resistance in these cases. She 
believes that infants fed on dried milk should have 
their dietary supplemented with vitamin A as a routine 
measure. 

The relationship of keratomalacia to vitamin A 
deficiency was demonstrated conclusively by Bloch,‘ 
who was one of the first to stress the fact that the 
disease is characterized by general manifestations of 
which the ocular symptoms are only a part. Despite 
the fact that a considerable amount of literature has 
appeared on this aspect of avitaminosis A, the reports 
have dealt primarily with experimental problems and 
with reports of ophthalmologists. Clinical and patho- 
logic studies have been few and there has been little 
effort to correlate the general symptomatology and the 
pathology. A good beginning toward satisfying the 
need for this type of data has been made in the excel- 
lent clinical and anatomic study of avitaminosis A 
among the Chinese * reported from Peiping Union 
Medical College. The investigators have studied the 
records of 203 patients suffering from various mani- 
festations of avitaminosis A and the material obtained 
from seventeen necropsies and twenty-two biopsies. 
The results are discussed from the points of view of 
etiology, pathology, symptomatology, physical examina- 
tion and diagnosis, and an attempt is made to correlate 
the clinical and pathologic pictures. Sweet and K’ang 
find that diet is, of course, the factor of prime impor- 
tance in the causation of the deficiency disease of kera- 
tomalacia. Other factors are related to incomplete 
utilization of the ingested vitamin sources. The patho- 
logic studies are of particular interest because there 
have been few thorough investigations of the pathology 
of avitaminosis A in man. In the necropsies performed 
by Sweet and K’ang, lesions of the eye were most fre- 
quent; changes in the respiratory tract ranked next in 
frequency. The pathologic appearances are described 
in good detail, as are the symptomatology and the 
observations in the physical examinations. The authors 
also present the diagnosis and treatment of the cases 
under their observation and finally offer cogent com- 
ment designed to correlate the results. Case histories 
of the seventeen patients who provided the material 
for the necropsies add to the value of their contribu- 
tion. This most complete investigation offers a model 
for further reports, wherever possible, of this type 


3. Bloch, C. E.: Clinical Investigation of Xerophthalmia and Dys- 
trophy in Infants and Young Children, J. Hygiene 19: 283 (Jan.) 
1921; Blindness and Other Diseases in Children Arising from Deficient 
Nutrition (Lack of Fat-Soluble A Factor), Am. J. Dis. Child. 27: 139 
(Feb.) 1924. 


4. Sweet, L. K., amd K’ang, H. J.: Clinical and Anatomic Study 


of Avitaminosis A Among the Chinese, Am. J. Dis. Child. 50: 699 
(Sept.) 1935. 
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and should serve as a stimulus for obtaining additional 
information in the clinic of some of the more practical 
aspects of the disease condition resulting from lack of 
vitamin A. 


VITAMIN C AND INFECTION 


Few more cogent examples of the justification for 
the painstaking and deliberate methods of scientific 
research have developed than is shown in the story of 
cevitamic acid (vitamin C). Once the evidence had 
been obtained that a deficiency in this food factor 
could be produced at will in experimental animals, 
great effort was made to find sources of it in nature. 
Concentrates were made from the richest of these and, 
when they had been sufficiently purified, the chemical 
constitution was at length established. The goal of 
this study was reached in 1933, when the synthesis 
of cevitamic acid was achieved. Thus, in the interval 
of a quarter of a century from the recognition of 
experimental scurvy, the factor the absence of which 
is responsible for the development of this disease was 
artificially prepared in the laboratory. Perhaps the 
story is the more thrilling because of the long history 
of the tacit recognition of human scurvy as a deficiency 
disorder. However, current events are demonstrating 
the value of a chemically pure food essential in medi- 
cine and the possibility of using such a substance in 
explaining certain biochemical phenomena. 

Cevitamic acid is readily obtainable as pure white 
crystals, soluble in water and with a somewhat acid 
taste. Its value as a preventive and cure of human 
and experimental scurvy has been demonstrated repeat- 
edly. Studies on scorbutic guinea-pigs have shown 
that the typical defects in bones and teeth caused by 
the disease are repaired by cevitamic acid just as they 
are when orange juice is administered.t. One of the 
earliest signs of experimental scurvy is an increased 
clotting time of the blood, decrease in platelets and 
erythrocytes and a subnormal concentration of pig- 
ment.? It has been reported that after the administra- 
tion of 150 mg. of cevitamic acid in acute essential 
thrombopenia the bleeding ceased and there was an 
increase in thrombocytes.* Cevitamic acid can be deter- 
mined chemically; the time required for an assay for 
vitamin C has thereby been greatly shortened. As this 
substance can be detected and measured in tissues, its 
distribution and function can be followed with reason- 
able accuracy. 

Jungblut and Zwemer ‘* have recently reported that 
diphtheria toxin is inactivated by vitamin C in vitro. 
Furthermore, cevitamic acid seems to be able to protect 
guinea-pigs against the fatal outcome of diphtheria 
intoxication. Animals given liberal amounts of cevi- 


1. Menkin, Valy; Wolbach, S. B., and Menkin, M. F.: 
Path. 10: 569 (Sept.), 1934. 

2. Presnell, A. K.: J. Nutrition 8:69 (July) 1934. 

3. Boger, A., and Schréder, H.: unchen. med. Wehnschr. 
1335 (Aug. 31) 1934. 

4. Jungblut, C. W., and Zwemer, R. L.: 
Med. 32: 1229 (May) 1935. 
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tamic acid were much less sensitive to small doses of 
the toxin as measured by the intracutaneous test. 
Similar studies of King and Menten® have demon- 
strated the marked influence of vitamin C in promoting 
the resistance of guinea-pigs to diphtheria toxin. In 
their investigation, in which growth was one of the 
criteria used, it was shown that animals receiving a 
restricted amount of cevitamic acid, yet enough to pre- 
vent any outward signs of scurvy, nevertheless were 
unable to resist the effects of the toxin as were those 
fortified with a greater dose of vitamin C. These con- 
clusions seem to indicate that cevitamic acid bears a 
relation to immunologic reactions. This may be asso- 
ciated with its chemical reaction with the toxin or with 
an effect on the resistance of the host organism, per- 
haps motivated through the chemical state of the tissues. 

The apparent association of cevitamic acid with 
resistance to infection is in a way paradoxical. The 
conception of a foreign agent (bacteria) as the cause 
of disease was so firmly established through the work 
of Pasteur, Koch and others that the idea of a defi- 
ciency of a dietary essential as an etiologic factor did 
not receive serious attention until the beginning of the 
present century. The recent studies emphasize that 
these two factors may be closely allied in the struggle 
for maintenance of physiologic well being. 


Current Comment 


DEATH OF OVUM AND PREGNANCY TEST 

The value of the biologic tests for pregnancy in 
determining intra-uterine viability is not yet estab- 
lished. In an attempt to solve this question Bishop * 
has summarized the results given by the test in a series 
of cases in which the date of fetal death could be 
determined clinically with some degree of certainty. 
The Friedman test was employed in the eleven cases 
of the series. In two instances the test was still posi- 
tive six weeks after the death of the fetus. With these 
exceptions the test tends to become negative between 
ten and twenty-four days after intra-uterine death has 
taken place. The Aschheim-Zondek test, according to 
other reports, tends to remain positive even longer. The 
reason for this apparently lies in the greater sensitivity 
of infantile mice to pregnancy urine than that of adult 
rabbits. Evidence exists that the Aschheim-Zondek 
and Friedman tests depend primarily on the presence 
or absence of functional chorionic tissue rather than 
on the life or death of the ovum. Since, however, the 
main function of the placenta is to provide a means 
of nourishing the living embryo, it might be expected 
to become inactive on the death of that embryo. Prac- 
tically, however, it is clear that there is no direct 
relation between the death of the ovum and the dis- 
appearance of gonadotropic substance from the urine. 


5. King, C. G., and Menten, M. L.: J. Nutrition 10: 129 (Aug.) 
5 


1. Bishop, P. M. F.: The “‘Pregnancy’” Test in Relation to Death 
of the Ovum, Lancet 2: 364 (Aug. 17) 1935, 
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Furthermore, the time after death of the ovum at 
which the placenta ceases to elaborate the gonadotropic 
hormone seems to vary considerably in individual cases 
and to be determined by no mechanism so far under- 
stood. The cases here investigated throw no fresh 
light on these factors. 


IMPROVED BUILDING FOR AMERICAN 
MEDICAL ASSOCIATION 

As was noted in the minutes of the Board of 
Trustees, published recently in THE JOURNAL, visitors 
to Chicago will see next year a striking improvement 
in the headquarters office of the American Medical 
Association. The changes contemplated include the 
addition of two stories and a roof assembly hall as 
additional structure, a re- 
finishing of the exterior of 
the building in limestone, 
and many other improve- 
ments in the arrangement 
and equipment of the vari- 
ous bureaus and headquar- 
ters offices. The changes 
are made necessary by the 
vast increase in the amount 
of work carried on by the 
headquarters office in re- 
cent years and with a view 
to still further demands in 
the future. The Associa- 
tion is now publishing 
many special periodicals in 
addition to THE JOURNAL, 
Hygeia and the Quarterly 
Cumulative Index Medi- 
cus; applications from ad- 
ditional specialties await 
opportunity to take over 
periodicals in these fields. 
The increasing demands 
on the councils that inves- 
tigate and classify drugs, 
foods, educational activi- 
ties, laboratories and other 
medical materials and functions are finding greater 
demands made on them every year. The Bureau of 
Legal Medicine and Medical Legislation finds its work 
greatly increased, and the growth of the Association 
indicates considerable expansion necessary in the 
Secretary's office. Moreover, the Bureau of Health 
and Public Instruction and the Bureau of Medical 
Economics have multiplied their work from three to 
five times in the last two years. These facts prompted 
the Board of Trustees to undertake the improvements 
that have been mentioned. Again and again the ques- 
tion was raised as to whether or not the Association 
ought to buy additional land and arrange for building a 
new structure at some other site or on the same site. 
In view of the exigencies of the present economic 
situation and the nature of the organization of the 
Association, the Board of Trustees considered it far 
more advisable to make a contract for immediate 
improvements in the present building. It is hoped that 


Proposed reconstruction of headquarters office. 


COMMENT 
visitors to Chicago in the future will avail themselves 
of the opportunity to observe the improved head- 
quarters office in action. 


BOONDOGGLING WITH A HEALTH 
SURVEY IN NEW YORK 


Among the peculiar projects proposed by the WPA 
in New York State is one that has aroused the wrath 
and ridicule of a good many people. It was proposed 
to survey the deaf children in the county of Monroe 
at an estimated cost of $10,440, Monroe County to pay 
$1,390. In opposition to the survey, the Subcommittee 
on Deafness and Hard of Hearing of the Public Health 
Committee of the Medical Society of the County of 
Monroe offers the statement that it is impossible to 
detect deaf children be- 
fore the age of 3 years. 
The public special 
schools take these children 
over at 5 years of age. 
Therefore, the whole proj- 
ect is limited to children 
between the ages of 3 and 
5 years. There is good 
evidence that the county 
of Monroe contains sixty 
of these children.  Evi- 
dence from the head of 
the bureau for handi- 
capped children in the 
New York State Educa- 
tion Department at Albany 
accounts for only fourteen 
such children, exclusive of 
those already cared for. 
Hence it is proposed to 
spend $10,440 to survey 
fourteen children.t Fur- 
thermore, the survey pro- 
poses subsequent training 
of the deaf child but the 
project makes no _ provi- 
sion for such training. 
If ever a project was 
developed to which the word boondoggling could be 
quite certainly applied, this project qualifies. 


PLACARDING INFECTIOUS DISEASES 


The commissioner of health of the village of White 
Fish Bay, Wis., Edwin B. Gute, has designed an inter- 
esting new type of placard for the infectious diseases. 
For such infectious conditions as mumps, German 
measles, chickenpox, whooping cough and measles, 
placards have been developed which include not only 
a sign to be placed on the front and back doors of the 
house but also a card to be hung in the home containing 
information and advice to the members of the family 
on each of the conditions concerned. The cards 
describe not only the early signs and symptoms, the 
incubation period and the period of communicability 
but also the regulations regarding attendance at school 


oe Boondoggling editorial, New York State J. Med. 35: 1106 (Nov. 1) 
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and the conduct of the family during the period of 
illness. In addition, the card includes care of the sick- 
room, disinfection, and general information to the 
parents concerning the disease. The placard, which 
was recently exhibited at the meeting of the American 
Public Health Association, has attracted wide general 
attention and is likely to be adopted in other parts of 
the country. 


Association News 


RADIO BROADCASTS 

The American Medical Association broadcasts over the Blue 
network and certain additional stations of the National Broad- 
casting Company at 5 p. m. eastern standard time (4 o'clock 
central standard time, 3 o'clock mountain time, 2 o’clock Pacific 
time) each Tuesday, presenting a dramatized program with 
incidental music under the general theme of “Medical Emer- 
gencies and How They Are Met.” The title of the program 
s “Your Health.” The program is recognizable by a musical 
salutation through which the voice of the announcer offers a 
toast: “Ladies and gentlemen, your health!” The theme of 
the program is repeated each week in the opening announce- 
ment, which informs the listener that the same medical knowl- 
edge and the same doctors that are mobilized for the meeting 
of grave medical emergencies are available in every community, 
day and night, for the promotion of the health of the people. 
Each program will include a brief talk dealing with the central 
theme of the individual broadcast. 

The next three programs are as follows: 


November 19. Infection, Morris Fishbein, M.D. 
November 26. Common Household Emergencies, W. W. Bauer, M.D. 
December 3. Tuberculosis, Morris Fishbein, M.D. 


This program is brvadcast also on the short waves through 
KDKA, Pittsburgh, over station W8&XK, 11,870 and 12,210 
kilocycles. 


Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS GEN- 
ERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVITIES, 
NEW HOSPITALS, EDUCATION, PUBLIC HEALTH, ETC.) 


ALABAMA 


Another Full Time Health Unit.—The establishment of 
the Henry County Health Department on a full time basis 
brings the total number of these full time units in the state to 
fifty-six. The new unit will begin functioning January 1. An 
effort is being made to place all county health departments on 
a full time basis. 

Regional Headquarters for National Health Survey.— 
Willis C. Beasley, A.M., formerly instructor in psychology, 
Johns Hopkins University, Baltimore, is in Alabama estab- 
lishing headquarters for four states now being studied in the 
national survey of health conducted by the U. S. Public 
Health Service. Montgomery has been designated regional 
headquarters for Alabama, Georgia, Louisiana and Texas. In 
Alabama the study will be carried on at Montgomery, Birming- 
ham, Anniston, Eufaula and Greenville. 


CALIFORNIA 


Examiners Reelect Officers.—At a meeting of the state 
board of medical examiners in Sacramento, October 21, 
Dr. William R. Molony Sr., Los Angeles, was reelected presi- 
dent, Dr. Clark L. Abbott, Oakland, vice president, and 
Dr. Charles B. Pinkham, San Francisco, secretary. 

Semiannual Medical Meeting.—The Southern California 
Medical Association will hold its ninety-third semiannual meet- 
ing at the Los Angeles County Medical Building, November 
29-30. Guest speakers will be Drs. Edwin E. Osgood, assistant 
professor of biochemistry and medicine, University of Oregon 
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Medical School, and George Gill Richards, Salt Lake City, 
Utah. Other speakers will include: 
ee. Harold L. Thompson, Los Angeles, Perforated Peptic Ulcer. 
Salem Rubin, Los Angeles, Bilateral Spermatocele with 
my “Wilbur P. Bailey, —— Angeles, Usual and Unusual Manifesta- 
Sone of Hodgkin’s Diseas 
r. John Luther Maroon, Santa Ana, Subacute eet et og Endocarditis. 
Dr. Edward C. Pallette, Los Angeles, Portal Thrombosi 
Dr. Milo K. Tedstrom, Santa Ana, Spontaneous Hypectyesaile, with 
Especial Reference to Cardiac Symptoms. 

Society News.—Dr. Neil Hamilton Fairley, secretary, 
Royal Society of Tropical Medicine and Hygiene, London, 
addressed the San Francisco County Medical Society, Novem- 
ber 13, on “Present- Day Ideas of Blackwater Fever in Relation 
to Malaria.” <A discussion of the Ceylon malaria epidemic was 
included. Speakers before the society, November 12, included 
Drs. Fred H. Kruse on “Medical Aspects of Esophageal Dis- 
orders”; Thomas F. Mullen, “Surgical Treatment of Benign 
Stricture of the Esophagus,” and Montague S. Woolf, “Benign 
Fibrous Stricture of the Rectum (Lymphogranuloma Ingui- 
nale).” Dr. Ben L. Bryant, Cincinnati, among others, will 
address the section on eye, ear, nose and throat, November 26, 
on “Hypothyroidism in the Practice of Otorhinolaryngology.” 

University News.—The Northern California Alumni Asso- 
ciation of the College of Medical Evangelists was addressed at 
its semiannual meeting in San Francisco, October 27, by Drs. 
George V. Kulchar on “Clinical Management of Syphilis” ; 
George D. Barnett, “Cardiac Problems as seen by the General 
Practitioner”; Leroy C. Abbott, “Skeletal Traction in Frac- 
tures of the Long Bones, and Especially of the Shaft of the 
Femur,” and Edmund W. Butler, “Diagnosis of the Acutely 
Shocked Patient.”"——The annual Alumni Day of the Univer- 
sity of California School of Medicine, San Francisco, will be 
observed, November 22. The day will be devoted to the read- 
ing of papers, clinics and conferences. Dr. John C. Ruddock, 
Los Angeles, class of 1916, will deliver the annual Alpha 
Omega Alpha lecture in the late afternoon. 


DISTRICT OF COLUMBIA 


University News.—Major Gen. Charles R. Reynolds, sur- 
geon general, U. S. Army, gave the first lecture in the Smith- 
Reed-Russell series at George Washington University School 
of Medicine, October 24; the title of his address was “The 
Medical Corps of the United States Army.” 

Tuberculosis Campaign with WPA _ Funds. — With 
$99,000 available from the Works Progress Administration, a 
campaign to eradicate tuberculosis in the District of Columbia 
will begin, November 25. X-ray machines will be placed at 
strategic positions in the city to take roentgenograms by means 
of the paper method. Physicians may refer patients either for 
an initial film or for a check on a patient under treatment. 
All the work will be done without cost to the patient. A 
special effort will be made to investigate persons in homes 
where recognized cases exist. The Medical Society of the 
District of Columbia is cooperating in the drive. 

Society News.—Dr. Claude S. Beck, associate professor of 
medicine, Western Reserve University School of Medicine, 
Cleveland, will address a joint meeting of the Medical Society 
of the District of Columbia and the Washington Heart Asso- 
ciation, November 20, on “The Heart as a Surgical Organ.”—— 
Dr. Grace G. Purse, Washington, discussed pernicious anemia 
before the Women’s Medical Society of the District of Colum- 
bia, November 5.——Dr. Walter Timme, New York discussed 
“Status Hypoplasticus, with Its Involvement of the Internal 
Glandular Mechanisms” before the naval medical officers of 
the District of Columbia at their first regular monthly meeting, 
October 7. Dr. Oswald S. Lowsley, New York, discussed 
“New and Improved Developments in Urologic Surgery” at 
the meeting, November 


ILLINOIS 


Personal.—Dr. Maskel Lee, Atlanta, observed his eightieth 
birthday with a dinner, October 17 Walter H. Baer 
has been appointed managing officer of the Peoria State 
Hospital. 

Meeting of Bacteriologists.—The first annual meeting of 
the Society of Illinois Bacteriologists was held at the Chicago 
Woman's Club, Chicago, November 1. Fred W. Tanner, Ph.D, 
Urbana, president of the society, opened the meeting. Dr. Alex- 
ander A. Day, chairman, department of bacteriology, North- 
western University Medical School, Chicago, spoke on “Trends 
of Medical Bacteriology” ; L. Whiting, Urbana, “High 
Points of Agricultural Bacteriology,” and Winford Lee Lewis, 
Ph.D., director, scientific research, Institute of American Meat 
Packers, Chicago, “What Bacteriology Means to Industry.” 


LT. 


The society was organized May 8. 
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Chicago 
Physicians Invited to History Lectures.—Physicians are 
cordially invited to attend a course of lectures on the history 
ef medicine at the University of Illinois College of Medicine. 
fr. Morris Fishbein, editor of THe JourNAL, is lecturing every 
Monday through the semester from'5 to 6 o'clock. 


Hospital News.—Construction has begun on a new $75 
tw story addition to Michael Reese Hospital. 
and basement of the new building will be occupied by a medical 
library, given by Louis Florsheim in memory of his wife, 
Lillian. The Samuel Deutsch Human Convalescent Serum 
Center will be on the second floor. The center prepares human 
serum mainly for infantile paralysis, scarlet fever and measles. 

University News.—Dr. Charles W. Hughes, assistant in 
anatomy at Loyola University School of Medicine, has been 
appointed associate professor of anatomy, succeeding Dr. Simon 
B. Chandler. Forty-nine students in the school of medicine 
were awarded certificates of membership in honorary seminars, 
October 14. Membership in the seminars is restricted to stu- 
dents of high scholastic standing who are in a position to handle 
difficult diagnosis, technic and treatment of cases presented for 
discussion at seminar meetings. Of ten clinics now operating 
in the Loyola University Dispensary, the allergy clinic is the 
most frequented, it is reported. 


INDIANA 


Society News.—Dr. Homer H. Wheeler will discuss dis- 
eases of the anorectal region before the Indianapolis Medical 
Society, November 19; Dr. Julius H. P. Gauss, jaundice, its 
significance and implication, and Dr. Walter Stoeffler, intus- 
susception. The society held a joint meeting with the Seventh 
District Medical Society, November 12, at which Dr. Paul 
D. White, Boston, discussed various phases of heart disease. 
Dr. George J. Garceau talked on backache before the Indian- 
apolis Medical Society, November 5 

Personal.—Dr. Dunn Hamilton Row, Indianapolis, sailed, 
November 1, for Shikarpur, Baluchistan, India, where, with 
four other eye specialists, he will conduct an eye clinic—— 
Dr. James E. McMeel, South Bend, has been made medical 
supervisor and director of Notre Dame University, succeeding 
the late Dr. Francis J. Powers——Dr. Charles E. Holland 
has been appointed health officer of Bloomington, succeeding 
Dr. Russell A. De Motte-——Dr. Holger M. Andersen, for- 
merly on the sfaff of the Epworth Hospital, South Bend, has 
been appointed to the medical staff of Culver Military Acad- 


emy, Culver. 
IOWA 


Personal.—Dr. Fred H. Howard, Strawberry Point, was 
guest of honor at a banquet, October 14, in celebration of his 
completion of fifty years’ practice in the community. —— 
Dr. Charles F. Schilling, Takoma Park, Md., has been appointed 
medical director of Iowa Sanatorium and Hospital, Nevada, 
succeeding the late Dr. John F. Morse. 


Society News.—A symposium on unusual goiter problems 
was presented before the Des Moines Academy of Medicine 
and Polk County Medical Society, November 12, by Drs. Ben 
F. Kilgore, John B. Synhorst and Harry A. Collins. A sym- 
posium on appendicitis was presented at the meeting, October 
29, by Drs. Bernard C, Barnes, Earl D. McClean, Harold N. 


KENTUCKY 


Society News.—At a meeting of the Northeastern Ken- 
tucky Medical Association in Paintsville, October 17, speakers 
were Drs. Ray M. Bobbitt, Huntington, W. Va., on “Manage- 
ment of Infections of the Urinary Tract”; Samuel C. Smith, 
Ashland, “Why We Should Belong to and Attend Medical 
Organizations’; Samuel Overstreet, “Significance 
and Treatment of Upper Abdominal Pain”; Albert L. Bass, 
Louisville, “Ciliary Action of Respiratory | Epithelium,” and 
Philip F. Barbour, Louisville, “Anorexia of Children, Cause 
and Treatment.’——— A symposium on poliomyelitis was pre- 
sented at a meeting of the Jefferson County Medical Society, 
Louisville, November 4, by Drs. Hugh R. Leavell, Aura J 
Miller, William W. Nicholson and Richard T. Hudson, In 
a symposium on anemia, November 18, speakers will be Drs. 
William H. Allen, Arthur T. Hurst and Edward C. Humphrey. 
— Dr. Aura Jones Miller addressed the Louisville Medico- 
Chirurgical Society, November 8, on “Present-Day Problems 
in Typhoid Fever.” Dr. Owsley Grant addressed the Louis- 
ville Surgical Society, November 1, on “Infectious Surgical 
Conditions of the Kidney.” Dr. Frank A. Simon presented 
a paper on “Hypersensitiveness to Pituitary Extracts” and 
Dr. Arthur T. Hurst on “Treatment of Anemia” at a meeting 
of the Transylvania Medical Society, Louisville, November 7. 
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MAINE 


Society News.—The Washington County Medical Society 
was addressed in Calais recently by Drs. Reginald L. Cameron, 
Eastport, on health problems in Washington County, and Nor- 
man FE. Cobb, Calais, “Craniorachischisis Type of Fetal 


Monstrosities.” 
MARYLAND 


Society News.—At a meeting of the Society of Hygiene 
of Johns Hopkins University, October 23, in Baltimore, speak- 
ers were Janet H. Clark, Ph.D., on “E ffect of Ultraviolet 
Radiation on Lens Protein and the Relation of Radiation to 
Industrial and Senile Cataract,” and Raymond Pearl, LL.D., 
“Incidence of Tuberculosis Among the Offspring of Tubercu- 
lous Parents.” 

Attendance of Midwives at Births Decline.—Of 27,317 
births recorded in Maryland in 1934, 90 per cent were attended 
by physicians and 10 per cent by midwives. According to the 
state department of health, the records of the bureau of vital 
statistics show a decline in the attendance of midwives at births 
since 1916, when the state was admitted to the birth registra- 
tion area. In Baltimore the attendance of physicians at white 
births increased from 67.3 per cent of the total in 1916 to 95.1 
per cent in 1934; the attendance of physicians at Negro births 
increased from 76.2 per cent of the total in 1916 to 92.9 per 
cent in 1934. There were 2,617 physicians practicing in the 
state in 1934, 872 in the counties and 1,745 in Baltimore. 
There were 313 midwives, 244 in the counties and sixty-nine 


in Baltimore, 
MASSACHUSETTS 


Clinical Lectures.— Dr. Siegfried Thannhauser, formerly 
director of the medical clinic and professor of internal medi- 
cine at the University of Freiburg in Bremen and now associate 
professor of medicine at Tufts College Medical School, Boston, 
opened a series of clinical lectures at the Boston Dispensary, 
November 2, with a talk on diabetes. November 9 he also 
spoke on diabetes. He is giving a lecture on liver disease, 
November 16, and on November 23 will discuss peptic ulcer. 

Dr. Houssay Gives Dunham Lectures.—Dr. Bernardo A. 
Houssay, professor of physiology and director of the Institute 
of Physiology, University of Buenos Aires, will deliver three 
lectures under the Edward K. Dunham Lectureship for the 
Promotion of the Medical Sciences, on “Recent Studies on the 
Functions of the Hypophysis.” The lectures will be given at 
the Harvard Medical School, November 22, on “What We 
Have Learned from the Toad Concerning Hypophyseal Func- 
tions”; November 25, “Metabolic Functions of the Hypophysis,” 
and November 27, “The Hypophysis and Diabetes.” The lec- 
tureship was founded in 1923 in honor of Dr. Dunham, who 
graduated from Harvard in 1886; it is given annually. 


MICHIGAN 


Commission on Medical Economics.—The Medical Eco- 
nomics Commission of the Wayne County Medical Society 
was recently formed to initiate and coordinate studies and 
investigations in the field of medical economics and recom- 
mend policies of medical, hospital and public health practice 
and medicocivic relations to the council of the society. The 
former committees on public health, medicocivic relations, 
industrial relations and unauthorized practice of medicine have 
been merged into the medical economics commission as four 
of its six sections. The section on lay cooperation will study 
any encroachment of lay workers in the professional field, the 
work of school nurses and laboratory technicians ; plans of 
sickness insurance will be investigated and a program of public 
information to secure lay cooperation will be developed. The 
section on public health relations will study and develop coop- 
eration with health departments and with the officials of the 
Emergency Relief and Works Progress Administrations in pro- 
viding medical service to relief clients. It will aid the local 
medical school in any necessary modification of its curriculum. 
The section on coordination of medical services will study hos- 
pital and dispensary economics and reported abuses, medical 
representation on hospital boards, hospital staff cooperation, 
relations between hospitals and physicians, social service depart- 
ments including intake policy, pay clinics and diagnostic clinics 
and nurse anesthetists. Counter prescribing and other drug 
store abuses will be studied by the section on coordination of 
pharmaceutic service. It will also recommend ways of coopera- 
tion with ethical pharmacists. The section on legislation in 
relation to medical economics will study bills and proposals 
for presentation to the Michigan legislature and to Congress 
to aid the physician. The work of the section on industrial 


relations will deal with workmen’s compensation, contract prac- 
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tice, the activities of insurance companies and industrial plants 
in the medical field and the relation of industry in general to 
the physician. Dr. Frank W. Stafford is chairman of the new 


commission. 
MINNESOTA 


Dr. Cottam Named Director of Health of Minneapolis. 
—Dr. Gilbert G. Cottam was recently appointed to the newly 
created position of director of health and hospitals for Min- 
neapolis. The new position has jurisdiction over the Minne- 
apolis General Hospital and the city health department, it was 
stated. Dr. Cottam was graduated from Marion-Sims Medical 
College, St. Louis, in 1893. 

University Courses.—A night course in preventive medi- 
cine was opened, October 3, by the extension division of the 
University of Minnesota, Minneapolis. It will continue for 
seventeen weeks under the direction of Dr. Harold S. Diehl, 
dean of medical sciences. A course in tuberculosis and other 
diseases of the chest by Dr. Jay Arthur Myers is given the 
same evening following the course in preventive medicine. 

Society News.—Dr. Frederick H. K. Schaaf, Minneapolis, 
among others, addressed the Renville County Medical Society 
in Olivia, recently, on “Advances in Therapeutics.’——The St. 
Paul Surgical Society has been organized with Drs. Harry B. 
Zimmermann as president, Elmer M. Jones, vice president, and 
Nathaniel L. Leven, secretary ———At a meeting of the Minne- 
sota Academy of Medicine in Minneapolis, November 13, theses 
were presented by Drs. Robert G. Allison, Minneapolis, and 
Lyle C. Bacon, St. Paul, entitled “Radiation Therapy” and 
“Schlatter’s Disease,” respectively. 


MISSOURI 


Personal.— Dr. John R. Bruce, Marshfield, has been 
appointed health commissioner of Webster County; he for- 
merly served as county physician——Dr. Charles W. Burrill 
observed his ninetieth birthday at his home in Kansas City, 
October 20. Dr. Burrill graduated from Northwestern Uni- 
versity Medical School in 1872 and has been a member of the 
Jackson County Medical Society since 1883. 


NEW HAMPSHIRE 


Dr. Bielschowsky at Dartmouth.—Dr. Alfred A. Biel- 
schowsky, formerly professor of ophthalmology at the Univer- 
sity of Breslau, Germany, who spent six months last year at 
Dartmouth Medical School, Hanover, doing special research 
in physiologic optics, has now joined the faculty as visiting 
lecturer in ophthalmology, Science reports. Dr. Bielschowsky 
was at the University of Breslau for about ten years and had 
previously been on the faculties of the Universities of Mar- 


burg and Leipzig. 
NEW YORK 


Society News.—Dr. Pol N. Coryllos, New York, addressed 
the Broome County Medical Society, Binghamton, November 5, 
on empyema.——Dr. Bret Ratner, New York, addressed the 
Schenectady County Medical Society, Schenectady, November 5, 
on “The Problem of Allergy in Childhood.” —— Dr. Jane 
Sands Robb addressed the Onondaga Medical Society, Syra- 
cuse, November 5, on “Studies of the Physiology of Cardiac 
Conduction.” Drs. William A. Groat and Tyree C. Wyatt 
reported a case of acute basophilic leukemia. 

Dr. Pinner Appointed Pathologist.— Dr. Max Pinner, 
Tucson, Ariz., has been appointed principal diagnostic pathol- 
ogist for the state tuberculosis hospitals of New York, with 
headquarters at the Biggs Memorial Hospital, Ithaca. Dr. Pin- 
ner received his medical education at the Universities of 
Tubingen and Berlin, Germany. Before going to Tucson, he 
was engaged in research at the Municipal Tuberculosis Sani- 
tarium in Chicago and later was director of laboratories at 
the Maybury Sanatorium, Northville, Mich., and pathologist 
at the Herman Kiefer Hospital, Detroit. 

Study of Maternal Mortality.—The Medical Society of 
the County of Erie is making a study, through its maternal 
mortality survey committee, of maternal deaths. From January 
1 to June 1, thirty-two deaths were studied with special refer- 
ence to the preventability of the death and where the respon- 
sibility lay. Supplemental obstetric information is obtained 
from special sheets sent out with birth certificates from the 
Buffalo health department; from this information a study will 
be made of types of delivery. Obstetric nursing is also being 
considered in the survey and a program of public educational 
work is being carried on in cooperation with the local child 
health week committee. The survey committee asks the coop- 
eration of physicians, families and medical examiners in obtain- 
ing necropsies on every maternal death. 
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New York City 

Brickner Lecture.—Dr. David Marine will deliver the fifth 
Walter M. Brickner Lecture of the Hospital for Joint Diseases, 
November 21, at the hospital. Dr. Marine’s subject will be 
“Some Practical Aspects of Thyroid Physiology.” 

Second Harvey Lecture.—Robert M. Yerkes, Sc.D., pro- 
fessor of psychobiology, Yale University School of Medicine, 
New Haven, will deliver the second Harvey Lecture of the 
winter at the New York Academy of Medicine, November 21. 
The title of the lecture will be: “The Significance of 
Chimpanzee-Culture for Biological Research.” 

Personal.— Dr. Thomas A. Martin, medical director of 
Harlem Hospital, has been made director of medical services 
at Saint Vincent’s Hospital——Dr. August W. F. Westhoff 
has been appointed chief of the medical staff of Wyckoff 
Heights Hospital. Members of the staff entertained Dr. West- 

off at dinner to mark the event and presented him with a 
gold watch. 

Clinical Meeting of Diabetes Association. — The first 
meeting of the clinical section of the New York Diabetes 
Association was held, November 15, at New York Univer- 
sity College of Medicine. Speakers were Louis I. Dublin, 
Ph.D., on “Statistics of Diabetes in the United States”; Dr. 
Herman O. Mosenthal, “The New York Diabetes Association” ; 
F. W. Nordsiek, executive secretary of the association, “Sur- 
vey of Diabetic Clinics in New York City,” and Dr. Charles 
F. Bolduan, “Diabetes—A Health Problem in New York City.” 

Twenty Thousand Warnings.— New York’s campaign 
against unnecessary noise entered its second phase, Novem- 
ber 1, when the ban on noise, first applied only at night during 
October, was extended to include the day as well. Police 
were instructed to warn all persons who caused noises they 
could have avoided by being considerate. Typical instances 
included the unnecessary sounding of horns by motorists trying 
to blast their way through traffic; loud radios either in auto- 
mobiles or in homes; attempting to call persons to windows 
by blowing horns; unnecessary racing of motors; workers con- 
gregating in front of establishments talking in loud tones at 
‘night; truck deliveries with undue noise; persons returning 
home in groups singing or talking loudly; cut-outs open on 
motorcycles, or trucks or vehicles with mufflers functioning 
badly; operators of cabarets, restaurants and dance halls in 
residential neighborhoods permitting loud music at unreasonable 
hours, and patrons of these places leaving at closing times 
using loud and boisterous language. During October the police 
issued 20,334 warnings and 172 summonses to noise offenders. 
Mayor La Guardia reported that notable progress had been 


made. 
NORTH CAROLINA 


Personal.— Dr. Ransom L. Carr, Rose Hill, has been 
appointed health officer of Duplin County to succeed Dr. Clar- 
ence H. White, Kenansville, resigned. 

Society News.—Dr. Olin B. Chamberlain, Charleston, S. C., 
was guest speaker at the fall meeting of the Tenth District 
Medical Society in Tryon, October 16; his subject was “Anemia 
and the Nervous System.” Other speakers were Drs. Paul T. 
McBee, Marion, on peptic ulcer; John C. Young, Asheville, 
genito-urinary diseases; Roy H. Moore, Canton, blood trans- 
fusion, and Cecil C. Swann, Asheville, sinus disease and chronic 
conditions of the chest.—— Dr. Harold S. Clark, Asheville, 
addressed the Buncombe County Medical Society, Asheville, 
October 7, on “Acute Virulent Infections of the Hand.”—— 
Dr. Edwin A. Merritt, Washington, D. C., addressed the 
Wayne Medical Society, Goldsboro, October 4, on radiotherapy 
in treatment of tumors and cancer. 


OHIO 


Personal. — Dr. Herbert D. Chamberlain, McArthur, has 
been appointed health commissioner in charge of a new health 
unit in Vinton County——Dr. Fred G. Carter, superintendent 
of the Ancker Hospital, St. Paul, has been placed in charge 
of Christ Hospital, Cincinnati. 

Annual Health Conference.—The sixteenth annual confer- 
ence of health commissioners with the state department of 
health was held in Columbus, November 13-15. Guest speakers 
were Drs. Jay Arthur Myers, Minneapolis, on tuberculosis; 
Eugene L. Bishop, Knoxville, Tenn., on health and sanitation 
in the Tennessee Valley; Martha M. Eliot, Washington, D. C., 
maternal and child health; John Collinson, U. S. Bureau of 
the Census, Washington, vital statistics, and James A. Doull, 
Clev*land, a survey of the state health department. 

New Huron Road Hospital.—A new building for the 
Huron Road Hospital, Cleveland, with an eventual capacity of 
300 beds, was recently opened. The buiiding is six stories high 
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and is arranged in three wings, one of which is used for a 
nurses’ home at present. The two wings forming the front of 
the building provide 200 beds. Five floors are devoted to 
regular service; on the fifth is a nursery, and the operating 
suite is on the sixth, There are no wards as such. Each 
room unit consists of two semiprivate two-bed rooms separated 
by a service area. On the ground floor are the outpatient 
department, dining rooms and kitchen, the pharmacy and the 
physical therapy department. 

Society News.— Dr. Homer F. Swift of the Rockefeller 
Institute for Medical Research, New York, addressed the 
Cleveland Academy of Medicine, November 15, on rheumatic 
fever. Major Gen. Charles R. Reynolds, surgeon general of 
the U. S. Army, addressed a special meeting of the military 
medicine section of the academy, November 6, on “The Employ- 
ment of the Medical Profession in Time of a National Emer- 
gency.”——Dr. Henri Coutard, chief of service of roentgenology, 
Curie Institute, University of Paris, gave a lecture on radiation 
therapy at the University of Cincinnati, October 11, under the 
auspices of the university and the Cincinnati Cancer Control 
Clinic ——Dr. Edward C. Rosenow, Rochester, Minn., addressed 
the annual joint meeting of the Toledo Academy of Medicine 
and the Toledo Dental Society, November 1, on “Focal Infec- 
tion and Elective Localization of Bacteria.” 


PENNSYLVANIA 


Personal.—The trustees and staff of Allentown Hospital 
gave a testimonial dinner in honor of Dr. Robert L. Schaeffer, 
chief surgeon at the hospital, October 31, celebrating the 
twenty-fifth anniversary of his association with the institution. 

Society News.—Drs. William Bates and Robert H. Ivy, 
Philadelphia, conducted the fall clinic of the Lycoming County 
Medical Society, Williamsport, November 8. Dr. Bates dis- 
cussed “Back Sprains—First Lumbar Neuralgia” and Dr. Ivy, 
“Maxillofacial Surgery.” Drs. Ralph P. Beatty, Uniontown, 
and Harry J. Bell, Dawson, addressed the Fayette County 
Medical Society, Uniontown, November 7, on “Prostatic 
Obstruction” and “The Art of Prognosis,” respectively. 


Hospital News.—A campaign for funds for the Warren: 


General Hospital, Warren, resulted in raising $56,000, which 
was $11,000 more than the amount sought. Physicians sub- 
scribed $1,800, it is reported——The first annual meeting of 
the Association of Resident and Ex-Resident Physicians of the 
George F. Geisinger Memorial Hospital, Danville, was held 
October 25-26. Drs. Harold L. Foss and Carl E. Ervin con- 
ducted surgical and medical clinics and members of the asso- 
ciation presented papers. Dr. Henry K. Seelaus, Philadelphia, 
was elected president. 


Philadelphia 


Society News.—Speakers before the Philadelphia Academy 
of Surgery, November 4, were Drs. William R. Gilmour, on 
“Gas Gangrene in Civil Practice”; John W. Klopp, “Tetanus: 
Experience of the Episcopal Hospital in the Past Thirty 
Years,” and Ralph S. Bromer, “X-Ray Treatment of Acute 
Infections.” ——At a meeting of the Philadelphia Laryngological 
Association, November 5, speakers were Drs. Samuel Cohen, 
on “Present Status of Rhinoplastic Surgery”; Matthew S. 
Ersner, “Amputation of the Nose, Corrected by Various Forms 
of Prostheses,’ and George W. MacKenzie, “Nystagmus.”—— 
Edgar A. Doll, Ph.D., Vineland, N. J., and Dr. Bronson 
Crothers, Boston, addressed the Obstetrical Society of Phila- 
delphia, November 7, on “The Behavioral Consequences of 
Birth Injuries” and “The Validity of the Diagnosis of Birth 
Injury After the Neonatal Period,” respectively. Drs. Eld- 
ridge L. Eliason and Lewis K. Ferguson addressed the Phila- 
delphia Roentgen Ray Society, November 7, on “Intestinal 
Obstruction” and “Epiphyseal Separation,” respectively. 


SOUTH CAROLINA 


Founders Day at Medical College.—Dr. David Riesman, 
Philadelphia, delivered the Founders Day lecture at the annual 
celebration of the Medical College of the State of South Caro- 
lina, November 13. Dr. Riesman’s subject was “The Clinical 
Approach.” During the day members of the faculty conducted 
clinics on various subjects and Dr. Riesman conducted a medi- 
cal clinic in the afternoon. The occasion was the one hundred 
and eleventh anniversary of the opening of the college. 

Society News.—At a meeting of the Fourth District Medi- 
cal Association, Gaffney, October 15, speakers included Drs. 
John R. Harrison, Greer, on “Infections of the Upper Respira- 
tory Tract”; Everett B. Poole, Greenville, “Physiologic Factors 
in the Production of the Allergic State,” and William McNeill 
Carpenter, Greenville, “What the General Practitioner Should 
Know About Glaucoma.” —— Speakers at a meeting of the 
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Third District Medical Association, October 18, included Drs. 
Abraham Ellis Poliakoff, Abbeville, on “Treatment of Nephri- 
tis’; William S. Judy, Greenville, “Treatment of Certain 
Endocrine Disorders,” and George R. Wilkinson, Greenville, 
“Principal Cause of Backache in the Latter Half of Life.”—— 
Dr. Grady S. Clinkscales, Anderson, presented a paper on 
artificial pneumothorax at a meeting of the Anderson County 
Medical Society, Anderson, October 9.——Dr. Kenneth M. 
Lynch, Charleston, addressed the Columbia Medical Society, 
October 14, on cancer of the liver. 


TENNESSEE 


Health at Nashville. — Telegraphic reports to the U. S. 
Department of Commerce from eighty-six cities with a total 
population of 37 million indicate that the highest mortality rate 
(21.4) for the week ended November 2 appeared for Nashville 
and that the rate for the group of cities was 10.9. The mor- 
tality rate for the corresponding week of 1934 was 15.8 for 
Nashville and 10.6 for the group of cities. The annual rate 
for the eighty-six cities was 11.3 for the forty-four weeks of 
1935 and the same rate appeared for the corresponding period 
of the previous year. Caution should be used in the interpre- 
tation of these weekly figures, as they fluctuate widely. The 
fact that some cities are hospital centers for large areas outside 
the city limits or that they have a large Negro population may 
tend to increase the death rate. 


TEXAS 


Society News.—A symposium on medical economics will be 
presented at a meeting of the Dallas County Medical Society, 
November 27, by Drs. Holman Taylor, Fort Worth; Martin 
L. Wilbanks, Greenville, Texas; John H. Burleson, San 
Antonio, and Oscar M. Marchman, Dallas. Drs. John R. 
Lehmann and James T. Mills, Dallas, addressed the society, 
October 24, on “The Marijuana Menace” and “Treatment of 
X-Ray Burns,” respectively. 

Relief Agreement Terminated.—The Texas State Medi- 
cal Association terminated its agreement with the Texas Relief 
Commission governing emergency medical relief, October 1. 
Any further service of this kind will be carried on through 
agreements between county medical societies and county relief 
administrations, the state medical journal announces. Under the 
arrangement the state association made no contracts, the jour- 
nal points out, but agreed to foster contracts of the county 
societies and to serve as a board of adjustment. The whole 
affair has been a service, and the majority of those who have 
served under these contracts have done so at a loss and with 
no little discomfort. On the whole, it was conducted effec- 
tively both on the part of the medical society and on the part 
of the relief commission, the editorial concludes. 


VIRGINIA 


State Medical Election.—Dr. James Morrison Hutcheson, 
Richmond, was chosen president-elect and Dr. Philip St. Leger 
Moncure, Norfolk, was installed as president of the Medical 
Society of Virginia at the annual meeting in Norfolk, October 
15-17. Vice presidents elected are Drs. Charles Lydon Harrell, 
Norfolk; Edmund M. Chitwood, Wytheville, and John A. 
Owen, Turbeville. Miss Agnes Edwards was reelected execu- 
tive secretary and treasurer. 

Personal. — Dr. William Grossmann Jr., Petersburg, has 
been appointed assistant epidemiologist in the state department 
of health. —— Dr. Shockley D. Gardner, South Boston, has 
been appointed health officer of the Valley Health District, 
with headquarters in Harrisonburg——Dr. James N. Dudley, 
Danville, has been appointed director of the Henrico County 
Health District, with headquarters in Richmond.——Dr. Thomas 
B. Payne has been appointed health officer of Fredericksburg 
to succeed the late Dr. Justus Lee Cooke. 

Centennial of Dr. Hunter McGuire.—The one hundredth 
anniversary of the birth of Dr. Hunter Holmes McGuire, dis- 
tinguished Virginia surgeon, was celebrated by a ceremony in 
Richmond, October 11. William T. Sanger, LL.D., president 
of the Medical College of Virginia, presided at the exercises, 
which were held at Dr. McGuire’s monument in Capitol Square. 
Speakers were Gov. George C. Peery; Drs. Marshall J. Payne, 
Staunton, and W. Lowndes Peple, Richmond, former students 
of Dr. McGuire, and Col. Robert T. Barton Jr., son of an 
intimate friend of Dr. McGuire. During the Civil War 
Dr. McGuire was medical director of the Army of the Shenan- 
doah under the command of Stonewall Jackson, later surgeon 
to the Second Army Corps and medical director of the Army 
of Northern Virginia. After the close of the war he was for 


several years professor of surgery at the Medical College of 
In 1893 he was instrumental in the founding of 


Virginia. 
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the University College of Medicine and the Virginia Hospital 
and was president of both institutions. He was also professor 
of surgery. He was one of the founders of the Medical Society 
of Virginia, of which he was president in 1880-1881 e€ was 
president of the American Surgical Association in 1886 and of 
— Medical Association in 1893. He died Sept. 19, 


WEST VIRGINIA 


Society News.—Dr. William J. Engel, Cleveland, addressed 

the Cabell County Medical Society, Huntington, October 10, 
on “Diagnosis and Treatment of Cystitis in the Female.”—— 
At a joint meeting of the Harrison, Monongalia and Marion 
county medical societies in Clarksburg, October 3, Drs. Harvey 
G. Beck and Albert E. Goldstein, Baltimore, spoke on “Chronic 
Carbon Monoxide Anoxemia” and * ‘Nephralgia—Symptomatol- 
ogy, Diagnosis and Treatment,” respectively——Dr. John A. 
Kolmer, Philadelphia, addressed the Fayette County Medical 
Society, Montgomery, October 17, on “Infection, Immunity 
and Vaccination in Infantile Paralysis.” ——Dr. Vincent V. 
Smith, Ironton, Ohio, discussed “Injection Treatment of Hem- 
orrhoids” before the Logan County Medical Society, Logan, 
October 16.——At a meeting of the Greenbrier Valley Medical 
Society, Ronceverte, October 15, Drs. Andrew E. Amick and 
William P. Black, Charleston, spoke on infant feeding and 
treatment of hemorrhoids, respectively. 


GENERAL 


Award for Exhibit of Diagnostic Tests.— The U. S. 
Public Health Service and the American Society of Clinical 
Pathologists were awarded a certificate of merit for an exhibit 
on the evaluation of serodiagnostic tests for syphilis. A pre- 
liminary article describing the study now in progress on this 
subject appeared in THE JouRNAL, June 8, page 2083 

Search for Szent Norager.—The Minnesota State Board 
of Medical Examiners is attempting to find one Szent Norager, 
who has used the aliases Dr. James Edw. Petri and Dr. E 
Mendoza. This man is of Danish descent, is between 35 and 
40 years of age, and speaks English brokenly. He has repre- 
sented himself in Minneapolis as being a doctor of medicine. 
Within the past year he has lived at the following addresses 
in Minneapolis: 1110 Ulysses Street, N.E., 4008 Thirty-Seventh 
Avenue, S., and 3863 Minnehaha Avenue. His present where- 
abouts are unknown. He has been represented as a “patent 
medicine” salesman and a fortune teller. Any information 
about this person will be appreciated by the Minnesota State 
Board of Medical Examiners, St. Paul. 


National Academy of Sciences.—At the autumn meeting 
of the National Academy of Sciences at the University of Vir- 
ginia, University, November 18-20, speakers will include: 

Dr. Charles R. Stockard, New York, Giant Skin Growth on Mammals 

with Normal Sized Skeletons 


Dr. William ~ Howell, Babbianere, The Production of Blood Platelets 
in the Lung 


Dr. David I. * Macht, Baltimore, Experimental and Clinical Study of 
Cobra Venom as an Analgesic. 

Lyndon F. Small, Ph.D., University, Va., Studies of New Narcotics. 

Carl C. Speidel, Ph. D., University, Va., Effects of Alcohol on Nerves 

in Living Frog Tady voles. 

Yandell Mendareen, Ph. D., New Haven, Conn., 

Control: Analysis of the Driver’s Reflexes. 

Nearly Nine Thousand Cases of Poliomyelitis. —While 
the number of cases of poliomyelitis reported this year is in 
excess of those reported for earlier years, the disease is on the 
decline at this time. According to Public Health Reports, 8,884 
cases were reported throughout the country for the twenty- 
four weeks ended October 12, as compared with 5,944 during 
the similar period in 1934, 3,862 in 1933, and 2,843 in 1932. 
In this period this year, 2,601 cases were reported in New 
York and 1,232 in Massachusetts. Last year during this period 
the greatest number of cases, 2,937, was recorded for Calitornia. 
The cases reported were 3,625 for the four weeks ended Sep- 
tember 7 and 2,528 for the four weeks ended October 5. Polio- 
myelitis has been most prevalent in the regions along the 
Atlantic coast. The South Atlantic states continue to report 
a rather high incidence, and in some states in the East North 
Central and South Central regions the incidence was somewhat 
above the seasonal expectancy. In the Mountain and Pacific 
regions the number of cases was only about 20 per cent of 
last year’s figures for the period ended October 5, but it was 
slightly above that for each of the three preceding years. The 
West North Central states reported about the normal incidence 
for this season. 

Society News.—At the fourth annual meeting of the Society 
of Plastic and Reconstructive Surgeons in Detroit, October 19, 
speakers were Drs. George M. Dorrance, Philadelphia, on 
“Surgical Treatment of Ditferent Varieties of Cleft Palate”; : 
Grover C. Penberthy, Detroit, “Treatment of Burns”; John 
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M. Wheeler, New York, “Transplantation of the Human 
Cornea: Its Present Status,” and George V. I. Brown, Mil- 
waukee, “Restoration of Motion in Cases of Traumatic Facial 
Paralysis..——Dr. Charles A. Waters, Baltimore, was named 
president-elect of the American Roentgen Ray Society at its 
recent annual meeting in Atlantic City. Dr. Frederick M. 
Hodges, Richmond, was installed as president and Dr. Bernard 
H. Nichols, Cleveland, and Major John J. Moore, San Fran- 
cisco, were elected vice presidents. Dr. Eugene P. Pender- 
grass, Philadelphia, was reelected secretary. The 1936 meeting 
will be held in Cleveland——Dr. Lemuel Whittington Gorham, 
Albany, N. Y., was elected president of the American Clinical 
and Climatological Association at its annual meeting in Prince- 
ton, N. J., October 21-23. Drs. Alvah H. Gordon, Montreal, 
and Chauncey W. Dowden, Louisville, Ky., were named vice 
presidents and Dr. Francis M. Rackemann, Boston, was reelected 
secretary. —— Dr. Eugene H. Pool, New York, was chosen 
president-elect of the American College of Surgeons at the 
annual meeting in San Francisco, October 31. Dr. Donald C. 
Balfour, Rochester, Minn., was installed as president and Drs. 
Emile F. Holman, San ’ Francisco, and George E. Wilson, 
Toronto, were elected vice presidents——Dr. William C. Men- 
ninger, Topeka, was elected president of the Central Neuro- 
psychiatric Hospital Association, which met in Topeka, October 
26, in conjunction with the Central Neuropsychiatric Associa- 
tion. The next meeting will be in Chicago in March. 


CANADA 


Society News.—The annual meeting of the British Colum- 
bia Medical Society was held in ancouver recently. 
Speakers at the annual dinner were Drs. James Tate Mason, 
oo President-Elect of the American Medical Association, 

“Medicine and Social Progress” and George J. Wherrett, 
Ottawa, executive secretary of the Canadian Tuberculosis 
Association, “Progress of Tuberculosis Control in Canada.” 
Drs. George F. Strong and Alec M. Agnew addressed the 
Vancouver Medical Association, Vancouver, B. C., October 2, 
on “Cardiac Pain” and “Vaginal Plastic Surgery,” respectively. 


LATIN AMERICA 


Appointed to Leprosy Center.—Howard I. Cole, Ph.D., 
formerly chief chemist of the Culion Leper Colony, P. 1, has 
been appointed by the League of Nations to conduct research 
at the new International Leprosy Center in Rio de Janeiro, 
according to Science. 

Society News.— The Medical Society of Mendoza, the 
Argentine Society of Regional Pathology of the North, dedi- 
cated its ninth meeting to Prof. Carlos Chagas, Rio de Janeiro, 
who died in December 1934. The session was held in Mendoza, 
October 1-3——The third Pan-American Red Cross Conference 
was held in Rio de Janeiro, Brazil, recently. 
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International Congress of Surgery in Cairo.—The tenth 
International Congress of Surgery will be held in Cairo, Egypt, 
December 30 to January 4, under the presidency of Prof. 
Anton von Eiselsberg of Vienna. Subjects of the scientific 
sessions will be surgery of the parathyroids, surgery of the 
lumbar sympathetics, surgery of the colon exclusive of cancer, 
and surgical conditions in bilharziasis. For information address 

L. Mayer, general secretary, 72 rue de la Loi, Brussels, 
Belgium. 

Personal.-— Dr. Ernest W. Cruickshank, professor of 
physiology, Dalhousie University "Facalty of Medicine, Halifax, 
N. S., has been appointed to the regius chair of physiolooy 
at the University of Aberdeen to succeed the late Dr. John 
J. R. Macleod——Drs. John A. Ryle, Cambridge University, 
and Matthew J. Stewart, professor of pathology, University 
of Leeds, have been iniaioned members of the Medical Research 
Council of Great Britain to succeed Lord Dawson of Penn and 
Prof. Arthur E. Boycott. 

Dr. Birkhaug Returns to Norway.—Dr. Konrad E. Birk- 
haug, who was for several years associate professor of bac- 
teriology at the University of Rochester School of Medicine 
and Dentistry, Rochester, N. Y., has been appointed to the 
chair of experimental medicine at Christian Michelsens Institutt, 
Bergen, Norway, a position created for him. Dr. Birkhaug is 
a native of Bergen. He received his medical education partly 
in Europe and graduated from Johns Hopkins University 
School of Medicine, Baltimore, in 1924. He went to Rochester 
in 1925, remaining until 1932, when he joined the Pasteur 
Institute in Paris as an investigator. At Bergen he will work 


on experimental tuberculosis and leprosy. While in Rochester 
Dr. Birkhaug was honored with a civic award in recognition 
of his work on erysipelas. 
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LONDON 
(From Our Regular Correspondent) 
Oct. 19, 1935. 
“A Nation of Medicine Drinkers” 

Sir Kingsley Wood, the minister of health, attended a meeting 
of the London Insurance Committee (a committee of physicians, 
which administers the panel system). He made a comparison 
between the conditions of today and those of 1917-1918, when 
he himself was chairman of the committee. They showed a 
tremendous increase not only in the numbers entitled to medical 
benefit but in the number of physicians. The latter had increased 
from 1,300 to 2,174, and it was satisfactory to note that the 
payments had gone up from $2,330,000 to $3,500,000. But the 
figures which took his eye were those indicating a rise in 
the number and cost of the prescriptions in London. The pre- 
scriptions dispensed in the year he was chairman totaled 
4,377,000; last year they numbered 8,482,000. This was partly 
accounted for by the increase in the number of the insured 
persons and the fact that new and expensive medicines had been 
introduced. But we in England were apparently becoming “a 
nation of confirmed medicine drinkers,” and he doubted whether 
that was to our good. In England many patients had come to 
regard a visit to the doctor as synonymous with the receipt of 
medicine. Scotland, however, had no such love for bottles of 
medicine. The result was that the cost of medicine under the 
panel in England exceeded that in Scotland by 58 per cent. 
There were no known facts connected with the incidence of 
disease to account for that wide difference. He did not think 
that the standard of treatment in Scotland was lower or the 
results of treatment less satisfactory. A considerable portion 
of the outlay on drugs could be eleminated with advantage to 
the proper treatment of the people. Sir Kingsley did not go to 
the root of the matter, which is that the English working class 
has a profound belief in bottles of medicine and likes to take it. 
Under the panel system it is to be had without payment, and 
physicians do not care to endanger their popularity by refusing 
to prescribe. Of course the placebo has always existed in medi- 
cal practice and sometimes is unavoidable; but, when it is to be 
had only for the trouble of visiting or sending to the panel 
physician, the result is obvious. As reported previously in THE 
JourNAL, a small payment for each bottle of medicine has been 
suggested as a check, and this has actually been adopted in 


Ganata. The Right to Die 


Euthanasia is a constantly recurring subject of discussion 
both in the profession and among the people. Various pro- 
posals have been made to give the physician the legal power to 
terminate suffering in incurable disease, and of course objections 
have been made on religious or other grounds. At last a 
society called the Voluntary Euthanasia Legalisation Society 
has been formed. Its object is summed up in the following 
words: “Individuals who have attained to years of discretion, 
and who are suffering from an incurable and fatal disease which 
usually entails a slow and painful death should be allowed by 
law, if they so desire and if they have complied with requisite 
conditions, to substitute for the slow and painful death a quick 
and painless one.” The society has received influential support 
from physicians, lawyers, churchmen, politicians and others. 
Lord Moynihan is the president, and the executive committee 
includes Sir Humphry Rolleston, formerly president of the 
Royal College of Physicians; Sir Walter Langdon Brown, 
emeritus professor of physic, Cambridge University; Sir James 
Purves-Stewart, neurologist; Sir Leonard Hill, physiologist; 
Sir Pendrill Varrier-Jones, founder and director of the Pap- 
worth Village Settlement for Tuberculosis; Sir George Seaton 
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Buchanan, vice president, League of Nations Health Committee; 
Sir W. Arbuthnot Lane; Prof. Julian Huxley, biologist and 
author; Prof. H. J. Laski, professor of political science, London 
University; Rev. Prof. J. M. Creed, professor of divinity, Cam- 
bridge University, and the earl of Listowel, a writer whose 
books include “The Values of Life.” To meet possible objec- 
tions on religious grounds, a statement that what is proposed 
is not contrary to Christian principles has been signed by well 
known churchmen such as Dean Inge; Dr. Matthews, dean of 
St. Pauls; Canon H. R. L. Sheppard, and Dr. T. Rhondda 
Williams, chairman of the Congregational Union. An inaugural 
public meeting of the society will be held in London in Decem- 
ber. Any one can become a member for the single minimum 
payment of $1. A lawyer has superintended the drafting of a 
bill entitled “The Voluntary Euthanasia Bill,” which will be 
brought forward by Lord Moynihan in the house of lords. It 
is hoped to arouse public support for the bill to enable persons 
in great pain and with no hope of recovery to be relieved with 
their own consent. There is no question of enabling a person 
to be put out of pain against his will. The public will be safe- 
guarded by the necessity of obtaining the signatures of two 
physicians. The idea has been in the minds of many people 
for a long time. The bill and the formation of the society are 
the result of four years of untiring work by Dr. C. Killick 
Millard, until recently health officer for Leicester. The wording 
of the application form as proposed in the bill is as follows: 
“IT am....years of age and am suffering from a disease involv- 
ing severe pain, which, as I am informed, is of an incurable and 
fatal character. I have consulted my nearest relatives and have 
to the best of my ability set my affairs in order. I have 
requested ........ , a medical practitioner holding a_ license 
under the act, to administer euthanasia if permission is granted 
and he has consented to act. I am desirous of anticipating death 
by euthanasia and hereby make application for permission to 
receive euthanasia.” If the referee, after seeing the applicant, 
gives his permission, the applicant would be given seven days 
to change his mind. 

In a press interview Lord Moynihan said that he did not 
think there was a physician of long experience in this country 
who had not had requests for death made to him by patients. 
“Many people,” he added, “insist that ‘God sent suffering into 
the world.’ But they seem to forget that God also sent the 
means of relief. Our duty at present seems to be to keep people 
alive, even when their lives are useless, at the expense of great 
suffering. Some of us in the medical profession are unhappy 
when this necessity is inflicted upon us. We feel that under 
the strictest supervision power should be given to end life that 
is a curse to itself and a torture to all who love the afflicted 
individual. There is nothing compulsory about our proposals. 
The patient would decide for himself or herself whether the 
right to die should be exercised.” Asked if he himself would 
submit to euthanasia if he were suffering from a_ painful 
incurable complaint, Lord Moynihan said, “I do not know any- 
body who would not.” 

THE RIGHT TO KILL 

English law recognizes no right to kill except in cases of self 
defense. The termination of hopeless suffering gave rise to a 
trial for murder a few days before the formation of the Volun- 
tary Euthanasia Legislation Society was announced. There 
was the difference that death was not voluntary on the part of 
the patient. At the central criminal court a woman, aged 22, 
was tried for matricide. Her mother was in a hospital suffering 
from dementia paralytica. Evidence was given that she was 
devoted to her mother and that her great interest in life was 
the hope of her recovery. Her visits to the hospital so distressed 
her that friends tried to prevent her from going. Finally she 
got hold of a prescription for soluble barbital and by going to 
various pharmacists obtained 160 grains (10 Gm.). She stated 
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that she put the barbital in four peppermint creams and gave it 
to her mother “as an act of pity.” The mother died and Dr. 
Roche Lynch, government analyst, gave evidence that death 
was due to bronchopneumonia and that a fatal dose of barbital 
had been administered. He did not think that the sweets could 
have contained as much as 160 grains, having regard to their 
size, but 50 grains (3.25 Gm.) was an average fatal dose. The 
judge pointed out to the jury the danger of accepting the 
defendant's plea, “I killed in pity.” Sympathy had no place in 
the finding of a verdict, but if they returned a verdict of 
“guilty” they might make what recommendation for mercy they 
desired. They should do their duty with firmness and reso- 
lution. The case was of great public importance. If the 
defendant caused death, she did so for a reason which could 
not be justified in this or any other country. Whether the 
disease from which her mother was suffering was incurable or 
not was not a question for them or for him. If life was short- 
ened only by a day, that constituted murder. However, the jury 
returned a verdict of “Not guilty” and the prisoner was dis- 
charged. There does not appear to be any other case in which 
such a plea was accepted, and the verdict was clearly contrary 


Facilities for Physical Training 


Representatives of 140 national organizations concerned with 
recreative physical activity, with other delegates numbering 
over 300, attended a conference in London organized by the 
Central Council of Recreative Physical Training. Lord Astor, 
who presided, said that at present only 10 per cent of the 
juvenile population had facilities after they left school for regu- 
lar exercise. Many young persons deteriorated physically when 
they no longer had organized exercise or the discipline of 
school, and the enforced idleness endured by some sapped their 
mental and physical alertness. Capt. S. J. Parker, government 
staff inspector of physical training, said that the conference 
marked the beginning of an effort long overdue to provide 
means whereby the benefits of physical training and recreative 
activity might be made readily available to these of postschool 
age. The work of national voluntary associations was of 
inestimable value as a foundation, but correlation of their 
activities was necessary. It then remained to provide for those 
not associated with any organized body. There was a wide- 
spread demand among people living in unfavorable social con- 
ditions for help to get things going. They must consider what 
could be done to ensure the continuity of rational physical 
training from the school onward. The board of education was 
about to issue for the guidance of voluntary bodies and local 
authorities two books on recreation and physical fitness, one 
for youths and men and another for girls and women. Another 
publication would give advice with regard to gymnasiums and 
equipment. An adequate supply of trained leaders was a neces- 
sary preliminary to progress. The central council proposed to 
organize a summer vacation course for 500 leaders at the Car- 
negie Physical Training College. One member suggested the 
establishment of a national physical training college and stated 
that he happened to have a site which he thought would be 
ideal for the purpose. He would be glad to hand over to the 
council as much land as it desired for the erection of the col- 
lege. It was announced that this offer would be considered 
by the executive committee. 


Social Progress and the Unfit 

In an address to the York Medical Society, Lord Dawson, 
president of the Royal College of Physicians, said that as society 
had developed natural selection had lessened. Today the progress 
of medical science, the qualities of justice and mercy, and the 
organized efforts of the community were bringing it to naught. 
And so the “unfit” were preserved. Nature's method of securing 
quality of population involved a high death rate as well as a 
high birth rate. In this way there was a wide, though rough, 
selection. If nature’s method of a high death rate was displaced, 
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quality of population must be secured in another way. Much 
was heard of economic “planning” in order to secure greater 
welfare for the people. What would this avail unless a like 
attention was given to “planning” for a healthy race? 

Civilization, having in large measure nullified nature’s methods 
of eliminating the unfit, needed to replace these methods by 
control of environment and inheritance. This could be done 
by methods of nurture to build up fit citizens, having regard to 
their biologic capacities, and by preventing damage to the com- 
munity by the “unfit” producing bad stock and bad homes. A 
missionary campaign throughout the land to teach housewives 
the values of essential foodstuffs and how to cook was desirable. 
The right nourishment of the young body was so important that 
the assumption by the state of an adjunctive responsibility for 
the feeding of children became justified. Physical education 
should be a prominent, if not the first, item in the school cur- 
riculum. 

Turning to prevention, Lord Dawson said that sterilization 
should be done in the interests of the race. It was a branch 
of therapy comparable to inoculation. But there were no means 
by which carriers of defects that would appear when mating 
took place with a similar carrier could be detected, though it 
was not unreasonable to hope that such might be discovered. 
On the other hand, persons with mental defects were a demon- 
strable danger, and those with the milder forms were able 
to live in the community. Sterilization was a restraint of free- 
dom to procreate, but the law already restrained liberty in 
matters of communal health. Why, therefore, should not future 
generations be protected? The practice of sterilization was not 
new; rather, this country had lagged behind. It had been in 
force in Switzerland for nearly fifty years, and in California 
and certain other states for a long period. It was now recog- 
nized in Denmark, Sweden, Norway, Finland and Germany 
as a means of preventing hereditary physical and mental defects 
from damaging the stock. 


British Ambulance for Abyssinia 

The British Ambulance for Abyssinia has been officially 
recognized by the British and Ethiopian governments. Advance 
officers dispatched from this country have reached their destina- 
tions and are making arrangements for the entry of personnel 
and transport into Ethiopia through French or British Somali- 
land. In the neighboring British colonies of Kenya and Uganda, 
trained native medical personnel is being recruited with the 
cooperation of the governor. It is already stated that forty 
native dressers and three Indian subassistant surgeons are 
available. Arrangements are being made in London, as far as 
the funds allow, to dispatch medical officers. Young unmarried 
men with some surgical experience are preferred. An appeal 
for funds has been made to the British public and the response 
has been remarkable in the large number of small subscriptions 
received, showing the sympathy of persons who are not in 
affluent circumstances. When complete, the unit will consist 
of one field hospital and one casualty clearing station with 
seven medical officers, two administrative officers, transport 
officers, trained dressers and equipment. The sum of $175,000 
is required for sending out this ambulance and maintaining it 
in the field. An urgent message has been received in London 
from the emperor of Ethiopia stating that the northern army 
is without medical aid and urging that an ambulance unit should 
be sent. The address of the British Ambulance Service in 
Ethiopia is 33 Alfred Place, London, S. W. 7. At the same 
time the Save the Children Fund is organizing relief for Abys- 
sinian refugees in the neighboring British colonies of Somaliland 
and Kenya. The London missionary societies are making 


arrangements for their missionaries, of whom some are physi- 
cians and others have had some medical training, to do ambu- 
lance and hospital work. There are also American missionaries 
taking up this work. 
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PARIS 
(From Our Regular Correspondent) 
Oct. 11, 1935. 
Forty-Fourth Annual Surgical Congress 


The French Surgical Association held its annual congress at 
Paris during the week of October 7. The subjects chosen last 
year to be discussed at the present meeting were (1) infarct of 
the mesentery, (2) fractures of the os calcis and (3) technic and 
physiologic sequelae of operations on the diaphragm. As is 
customary in the larger French societies, two members are 
appointed at the preceding annual meeting to prepare a complete 
survey of a given subject and to read this report in abstract 
form at the following annual congress. A copy of such a report 
in monograph form is sent to each fellow of a society a month 
before the meeting, so that a complete discussion can take place 
as soon as the abstract has been read at the congress. 

Drs. Ameline of Paris and Lefebvre of Toulouse submitted 
an exhaustive review on “Infarct of the Mesentery.” Although 
it was originally considered as always due to a mechanical 
obstruction of the mesenteric vessels, more recent clinical and 
experimental observations have shown that other causes play 
an important part in the etiology; hence the best definition of 
the infarct is an “ensemble of circulatory disturbances, ending 
in the escape of blood into the tissues of the mesentery and of 
the corresponding portion of the intestine.” 

(a) Pathologic Anatomy: Recent studies, especially those of 
Hovelacque, show that a free anastomosis exists between the 
mesenteric vessels. It is impossible to distinguish, on naked-eye 
or microscopic examination, an infarct of arterial from one of 
venous origin. Of special interest are the cases of infarct with- 
out apparent vascular lesions and also those of infarct that 
recover spontaneously. The infarct is always limited to a 
certain segment and is accompanied by a serosanguineous peri- 
toneal exudate and a hemorrhagic exudate into the wall of the 
involved small intestine. 

(b) Etiology: A hard and fast line can no longer be drawn 
between venous and arterial lesions, because they are con- 
stantly associated, from both the anatomic and the pathologic 
standpoints, even without intervening involvement of the capil- 
laries. Infarction can occur at any age and not, as was formerly 
believed, only in elderly persons. About two thirds of the 
reported cases have been in males. Among local causes, appen- 
dicitis, salpingitis, enteritis and gastroduodenal ulcers deserve 
mention. Among general causes, cardiovascular disease, blood 
dyscrasias such as purpura and hemophilia, infections, diabetes 
and operations on the gastro-intestinal tract are to be considered. 
In seventy-one of 490 cases there was a history of such an 
operation within a reasonable period before the infarct. In 
ninety-seven cases, referred to for the present as cryptogenic, 
no local or general cause could be found. 

(c) Clinical Aspects: Infarct of the mesentery as a rule 
presents the clinical picture of an acute onset, with a pain of 
variable intensity, most often referred to the right iliac or 
umbilical or epigastric region and accompanied by vomiting of 
a bilious or bloody (10 per cent of the cases) character. 
Although signs of intestinal paresis are most frequently 
observed, a serous diarrhea may occur. Bloody stools were 
formerly believed to be pathognomonic of infarct, but this symp- 
tom was observed in only one fifth of the cases. The abdominal 
examination is of little aid, because rigidity is generally absent 
and there may be only slight tenderness, which increases as one 
approaches the involved segment. On percussion, according to 


Mondor and Ameline, there is well marked dulness over the 
infarcted segment. 

Shock appears early. None of these clinical signs are pathog- 
nomonic for infarct. Examination of the blood reveals a rapidly 
increasing leukocytosis. 
not been of any aid. 


Roentgenographic study has thus far 
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The acute conditions that are most frequently mistaken for 
infarct are ileus, peritonitis and acute appendicitis. The clinical 
signs of these are not so different in type from infarct but they 
differ sufficiently to enable a preoperative diagnosis of infarct 
to be made. In ileus the abdominal distention is more marked, 
there is little pain or shock and vomiting occurs later. 

In diffuse peritonitis the abdominal distention is more general- 
ized, the vomiting is more of the projectile type and the pain 
is not localized. In acute appendicitis the abdominal rigidity 
and tenderness are in the right iliac region, the pain is less 
intense and there is no shock. 

The prognosis of mesenteric infarct has not improved much 
recently. There were 331 deaths (operative and nonoperative), 
or 73.55 per cent, among 450 collected cases, and 120 cures, or 
26.45 per cent. The most unfavorable cases are those of cardio- 
vascular origin, the mortality rate being 90.67 per cent. The 
more favorable cases are those in which there has been no 
previous illness. In these the mortality was 62.2 per cent. The 
authors were able to collect twenty-one cases in which spon- 
taneous recovery occurred. 

(d) Pathogenesis and Mechanism: Simultaneous arterial and 
venous obstruction is most common, but infarct may occur with- 
out a vascular lesion. The role of the nervous system in the 
form of vascular spasm is certainly more important than has 
heretofore been considered to be the case. The same is true of 
infection and of anaphylactic or toxic shock. 

(ce) Treatment: Of the 450 collected cases, operation was 
performed in 332. After simple exploration there were eighty- 
seven deaths and twenty-one recoveries. After resection, short- 
circuiting, and so on, there were 131 deaths and ninety-three 
cures. Resection hence offers the best chances of success. 

In the discussion, Havliceck of Czechoslovakia called attention 
to his work showing direct anastomosis between arteries and 
veins without intervening capillaries. This has been confirmed 
by others for various viscera. 

Leriche of Strasbourg believed that the anatomic and not 
the physiologic factor had been considered too long. The intes- 
tinal circulation possesses a vasomotor regulatory mechanism, 
as does that of the vessels of the extremities. 

Arterial pathology is primarily a functional disturbance, and 
mesenteric infarct is due to the same mechanism as vascular 
troubles in general. The infarct is the result of the anemia, the 
hemorrhagic infiltration being secondary. For this reason the 
process may cease in the “spasm” stage and recovery may result. 


Important Notice on BCG Vaccination 

The commission appointed by the Pasteur Institute to investi- 
gate the efficacy and also to receive reports of the failures of 
the BCG vaccination method against tuberculosis in infants 
has issued a statement to the effect that animal experiments 
and clinical observation show that the immunity conferred by 
the BCG (Calmette-Guérin vaccine) is established only after a 
certain length of time, often only after a long interval, and that 
during this period the infant is susceptible and can be infected 
as if it had not been vaccinated. Hence it is essential to avoid 
all contacts with tuberculous individuals during this period. 
Such isolation is as necessary for vaccinated as for nonvaccinated 
infants. 

Opposition to Social Insurance Orders 

A recent order by social insurance authorities, to the effect 
that records of insured workers while under treatment in pri- 
vate hospitals must be accessible to medical inspectors for the 
social insurance organizations, is arousing both criticism and 
protests. The Société de chirurgie passed a resolution at the 
June 20 meeting to the effect that such a rule is contrary to 
the duty of a physician or surgeon as to professional secrecy, 
and placed itself on record as opposed to any ruling that would 
allow such records to be open to inspection by representatives 
of the social insurance authorities. 
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BERLIN 
(From Our Regular Correspondent) 
Sept. 23, 1935. 
Rigorous Requirements for Obtaining the Title 
of Doctor 

For many years attention has been called, both at home and 
abroad, to the fact that the bestowal of the title of doctor by 
German universities is not in keeping with the dignity that 
the title is supposed to convey. Particularly during the period 
immediately following the World War, things went so far that 
every one who planned to play any prominent part in society 
or in industrial life felt obliged to secure some sort of doctor’s 
title. It has been rumored that at many universities, particu- 
larly at the smaller provincial institutions, there has been a 
tendency to “let down the bars,” and even the comic journals 
have made the new “doctors” the butt of their jokes. It is 
alleged also that the honorary title doctor honoris causa has 
often been attained in the simplest manner—sometimes as evi- 
dence of appreciation of a considerable gift of money. Respect 
for the doctor’s degree has consequently been lowered in the 
public mind, in spite of many attempts on the part of the more 
discerning members of academic circles to check the growing 
lack of confidence. Some sixty years ago Theodor Mommsen, 
historian of the University of Berlin, published his article on 
“The German Pseudo-Doctors,” which aroused a great furor. 
The publication of this revealing article led to the adoption 
of the regulation that a certain number of copies of a doctor’s 
thesis must be printed and circulated, which furnished an effec- 
tive means of public control of the various faculties of the 
universities. At that time the examinations for the doctor’s 
degree constituted also a considerable source of income. The 
pecuniary feature of the problem was later partly solved by 
issuance of the decree that the examination fees should not be 
credited in full to the examiners but should go chiefly into 
library, university and faculty funds. What did not go into 
these funds was to be divided among the four examiners who 
held the oral examinations and the two persons selected to 
discuss the contents of the thesis presented by the candidate for 
the doctor’s degree. 

Now the minister of public instruction (Rust) has made sev- 
eral sharp changes in the regulations. The graduation fees 
incident to the obtaining of the doctor’s degree at any German 
university have been placed uniformly at 200 marks ($80, 
current), which sum is payable in full into the government 
treasury, the professors receiving no part of it. University 
instructors will henceforth perform the work of examiners as 
part of their regular duties. The reasons assigned for this 
decree are significant: The bestowal of the title of doctor is 
one of the most exalted rights of the faculties of the German 
universities. The exercise of this right is associated, however, 
with certain high obligations. Under all circumstances, 
therefore, the university authorities must see to it that only 
such students or scholars are admitted to the examination for 
the doctor’s degree as have shown that they are competent to 
state a problem correctly, to grasp its significance, and to 
elaborate on it in accordance with scientific methods. The 
doctor's degree must never be bestowed for superficial reasons 
as a complement of a successfully passed government (or 
similar) examination, on the basis of a more or less formal 
performance. Through the granting of degrees on a flimsy 
basis the German doctor’s degree has already lost much of 
its former prestige. The decree stipulates also that candidates 
for the doctor’s degree must be the actual pupils and scientific 
collaborators of the instructor, and that between pupil and 
instructor a spirit of camaraderie must exist. Only under these 
points of view shall candidates for the doctor’s degree be 
accepted and aided, and the rectors, or presidents, of the univer- 
sities shall see that these requirements are observed. 


LETTERS 


1619 


This decree is intended to have a salutary effect on the con- 
ferring of the title of doctor of medicine. In the past it has 
often been granted in a routine way on the basis of a report 
on some clinical case or other which had no scientific value. 
The number of applicants for the doctor’s title was greatly 
influenced by the actual or supposed advantages accruing there- 
from to the possessor; that is, by the esteem in which it was 
held in the public mind. Through the operation of this decree 
the German doctor’s degree will gain in prestige, although it 
may take some time for it to recover its former status. 


Distribution of Medical Students in Germany 

The matriculation of medical students at German universities 
for the summer semester 1934 (which included 890 foreigners) 
numbered 23,028. The largest proportion of these students are 
derived from the families of middle-rank officials (5,892) and 
merchants and industrialists (4,547). Only 2,391, or 10.8 per 
cent, are the sons of physicians, while about 30 per cent of the 
fathers of these students had a complete university training. It 
is evident, therefore, that our future physicians are recruited 
mainly from nonmedical circles. Slightly more than 1,000 
students are from the families of agriculturists—chiefly from 
those of middle rank. Children of laborers have a compara- 
tively high representation (315), being greater, for example, 
than the children of pharmacists (214). About 25 per cent of 
the women medical students are the daughters of higher officials 
and a further 25 per cent are from the families of middle-rank 
officials. The University of Munich has the highest representa- 
tion of medical students (2,528); the University of Berlin 
comes next with 2,273 students; next in descending order come 
the universities of Wirzburg, Konigsberg, Bonn and Heidel- 
berg. The University of Giessen has the smallest representation. 
Of the 890 foreign students (120 women), 517 are from Europe, 
most of them from Poland, Rumania, Danzig and Switzerland. 
There are only nine students from England and only one from 
France. From Asia there are seventy-one, forty-two being from 
China. Africa has furnished thirteen and North America 207. 
206 being from the United States. From South America come 
forty-six, twenty-four from Peru. From the religious point of 
view, 327 foreigners were of the Protestant faith, 209 were 
Catholics and 173 were Jewish. 


Criteria for Correct Nutrition 

For some time the health authorities have given increased 
attention to the problems of nutrition. Another evidence of 
increased interest in nutritional problems is the fact that on 
August 1 a “department of physiologic nutrition” was estab- 
lished within the federal bureau of health, of which Professor 
Floessner was appointed director. Furthermore, the creation of 
a special official commission to deal with purely scientific nutri- 
tional problems is contemplated. The Reichsarbeitsgemeinschaft 
fiir Volksernahrung, which recently established a set of criteria 
for correct nutrition, to be used in connection with the educa- 
tional campaign, is working along the same line. The criteria 
state that an effective nutrition can be accomplished by means 
of a wide variety of diets and with the aid of widely different 
food articles. A onesided diet is condemned, irrespective as to 
whether it is a meat diet or a vegetarian or raw-food diet. The 
most important prerequisites of any diet are full food value and 
priceworthiness. 

The basis of the educational and the publicity campaign for 
better nutrition lies in the paramount emphasis that is placed on 
a mixed, or well assorted, diet, which should comprise adequate 
amounts of fruits, green vegetables, and milk and milk products. 
Purely vegetarian nutrition is not advocated. If certain persons 
for some special reason wish to adopt a vegetarian diet, no objec- 
tions need be made. However, an abrupt transition from a 


mixed diet to an exclusively vegetarian diet should not be 
undertaken without consultation with a physician. 
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is valuable as supplementary nutrition, in the form of salads, 
fruit and the like, but an exclusive diet of raw foods should 
not be adopted by any one without a physician’s endorsement. 
Diets influenced by cultist trends the reichsarbeitsg haft 
refuses to approve. As to what constitutes a suitable diet for 
various types of patients must not be made the subject of public 
lectures or of educational or publicity campaigns. 


AUSTRALIA 
(From Our Regular Correspondent) 
Sept. 30, 1935. 
Annual Meeting of British Medical Association 
at Melbourne 

In recognition of the development of medicine in Australia, 
the one hundred and third annual meeting of the British Medi- 
cal Association opened in Melbourne September 9 and continued 
for that week. On only three occasions has the annual meet- 
ing been held outside Great Britain, and Canada had been 
chosen for the previous two. 

It became apparent at this meeting that Australian medicine 
possesses a tradition and a character of its own. In a country 
where many local delegates travel 2,000 miles in a straight line 
to the meeting but which contains a mere seven million people 
there are problems of medical care that are unique in the world. 
The juxtaposition of the temperate and tropical zones provides 
a range of pathologic possibilities and physiologic permutations 
that gives a lively variety to Australian medicine. 

For the first time in the history of the association an Australian 
born was chosen as the president. In thus honoring Sir James 
Barrett, K.B.E., C.B., C.M.G., L.L.D., M.S., F.R.C.S., a dis- 
tinguished ophthalmic surgeon and medicosocial organizer, the 
association also honored the illustrious sons of Australia, who 
in their native country and overseas have achieved eminence in 
most branches of their profession. 

The meeting was also honored by the presence of medical 
scientists from Great Britain, who passed through the United 
States on the way. Incidentally, the British delegates expressed 
gratification at their kind reception during their crossing of 
America, their most intriguing experience being their tour of 
Chicago with the police patrol. 


ANNUAL GENERAL MEETING 


Adjourned July 23 from London across the world to Mel- 
bourne September 10, the annual general meeting opened the 
proceedings in the Town Hall in an atmosphere of austere 
procedure and colorful pageantry. One of the first acts of the 
newly elected president was to send, with the approval of the 
meeting, a cablegram to King George, the patron of the associa- 
tion, expressing loyalty and devotion. Before the conclusion 
of the meeting, a suitable reply was received. The governor 
general of Australia welcomed the members who had come from 
other parts of the empire and said that the importance to man- 
kind which every congress of this nature carries is heightened 
by the inspiring fact that this notable assembly is an inter- 
imperial one. The following representatives of other associa- 
tions were introduced and welcomed to the meeting: Canadian 
Medical Association, Dr. R. D. Rudolph and Dr. Ritchie; 
Federal Council of the Medical Association of South Africa, 
Dr. C. M. Murray; Chinese government and Chinese Medical 
Association, Dr. Wu Lien-teh; Japanese Medical Association, 
Dr. Genzo Katoh; Australian Federal Council, Sir Henry New- 
land. A distinguished foreign guest, Dr. K. Herman Bouman 
of Amsterdam, and delegates from overseas dominions, colonies, 
dependencies and mandated territories, were also received offi- 
cially. An award of the association was presented to a Mel- 
bourne scientist, Dr. F. M. Burnet, for his work on bacterio- 
phage and virus diseases. 


LETTERS 
THE PROBLEMS OF THE HOSPITAL SYSTEM 

In his presidential address, Sir James Barrett urged the 
members to take charge of the future of the hospital system. 
“If hospitals are nationalized, the whole medical profession will 
inevitably sooner or later be nationalized,” he declared. “The 
choice must be made, or we may drift by indecision into a 
position difficult to justify or to alter. The fault of the present 
hospital system is that the economic gap between the public hos- 
pitals and the so-called intermediate hospitals and the private 
hospitals is too great and should be bridged by a contributory 
system such as bush nursing, in which case the hospital charges 
for intermediate patients may be made very small. If such a 
contributory system is adopted by the profession, the profession 
will exercise its just influence in managing it. If, on the other 
hand, it is supplied by the state or other organizations and the 
members of the medical profession do not play an active part 
in its establishment, then their control and influence will prob- 
ably be negligible. Now is the time to decide and to choose 
which system is preferable.” In dealing with the main subject, 
Sir James Barrett discussed four different systems: (1) the 
Victorian Bush Nursing Association, (2) the hospital system 
of Victoria, (3) the hospital system of Great Britain and (4) 
the hospital system of New Zealand. 

The bush nursing movement began in 1911 and had developed 
steadily until in 1925 there were forty-four nursing centers and 
three hospitals. As hospitals were established the contributory 
scheme that had been applied to the nursing centers was trans- 
ferred to them. Contributors could obtain unlimited nursing 
and hospital attention for themselves and their dependents up 
to a certain age for £2/2/- a week, but all patients had to make 
their own arrangements with their medical attendant, a system 
which, being essentially human, had worked exceedingly well. 
These hospitals receive and request nothing from the govern- 
ment for construction and, except in six instances of special 
and really historical interest, nothing for maintenance. They 
must maintain themselves or close. So far none have closed, 
and at present these hospitals, staffed by doubly and trebly 
certificated nurses and not by trainees, by nurses who are the 
best paid nurses in the state, provide the cheapest hospital 
accommodation in the state. From one third to one sixth of 
the cost of construction has been borne by the Edward Wilson 
partnership and the H. V. McKay trust. The remainder has 
been provided by the districts that own them. 

Sir James Barrett explained that the public hospitals in 
Victoria were maintained by voluntary contributions, by govern- 
ment subsidy and by the contributions of patients. There were 
also intermediate hospitals, mostly organized by religious bodies, 
at which the charges, although in his opinion too high, were 
less than those of the private hospitals. In pointing out the 
difficulties of financing the present system, he said that 85 per 
cent of the taxpayers in Victoria received £300 a year or less. 
Many of that percentage would have to receive necessary hos- 
pital and nursing attention at rates within their means. The 
sole cause of the hospital problem was that thousands of people 
now resorted to the public hospitals who did not before. A 
great change of attitude has taken place and we shall have to 
alter our ideas and outlook and meet the difficulties arising 
from it. “Are we to abandon our voluntary charitable system 
and nationalize—that soothing word!—our hospital service?” 
asked Sir James Barrett. “If so, we shall lose the humane feel- 
ings of the public and of the profession which brought the hos- 
pitals into existence and which have ensured their continuance. 
The medical staff must then cease to be honorary. Unless the 
experience of other countries misleads us, the cost will be great 
if efficiency is to be maintained. One essential factor has not 
been faced. It is quietly assumed that the medical expert will 


continue to act as if the system were a charitable one, so far 
as he is concerned. If nationalized hospitals make their appear- 
ance, the medical officers must be adequately paid if efficiency 
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is desired. Intermediate hospitals are not cheap enough. Why 
should the contributory bush nursing psinciple not be applied, 
and the cost to the patients be substantially reduced? Why 
should there not be hospitals of the bush nursing type in the 
suburbs ?” 
PUBLIC CONTROL OF HOSPITALS 

The author of a surgical textbook of world-wide use, Prof. 
E. W. Hey Groves, professor of surgery at the Belfast Univer- 
sity, delivered the first Hamilton Russell memorial lecture at 
the Royal Australasian College of Surgeons. “I say with all 
the emphasis at my command that the time has come when 
every hospital which undertakes the treatment of the sick and 
the investigation of disease must come under public control.” 
The multiplication in the number and variety of hospitals was 
a very real problem. In the old days the only reason and 
justification for hospitals was the charitable desire that poor 
people should be housed, fed, nursed and doctored during illness. 
No person who had a house and servants and who could be 
attended at home would have thought of going to a hospital. 
Actually hospitals in those prelisterian days were hotbeds of 
disease and infection. “But since surgery has become a science, 
and since all manner of investigations are necessary for the 
diagnosis and treatment of disease, the hospital has become the 
essential place where all surgical work must be done,” continued 
the lecturer. “It is no longer a question of the man of means 
being treated at home while the poor man is sent to an insti- 
tution. Unfortunately, this changed relationship of hospitals to 
the community has come about so slowly that it is not realized, 
and there are many even today who do not appreciate its signifi- 
cance. Therefore, we have the present muddle of various types 
of institutions, provided for the sick, without clear definition of 
the scope of each or the proper relationship to one another. 

“First, there are the voluntary hospitals. In our country it 
is usual and right to express admiration and gratitude for these 
voluntary hospitals, which have been the scene of nearly all 
the advances of discovery and technic. But however sincere 
may be our admiration for their work in the past, we are bound 
to criticize their present position and their relationship to the 
public health service. The voluntary hospital is essentially an 
institution founded and, to some extent, endowed and wholly 
managed by private individuals. At one time they were sup- 
ported entirely by voluntary subscriptions, and the patients were 
treated free of charge. Now this is all changed. A large pro- 
portion of their maintenance charge has to be borne by fees 
paid by the patients, but in spite of this aid they are all finding 
it hard to live, while extensions and improvements have to be 
‘delayed until some wealthy benefactor can be found to present 
them with the needed money. To me this has always seemed 
wrong in principle and bad in practice, and I have always pro- 
tested against the indignity of medicine being a mendicant. But 
the essential fault in the voluntary hospital system is the much 
vaunted independence of control of the voluntary hospitals. The 
time has come when every hospital which undertakes the treat- 
ment of the sick and the investigation of disease must come 
under public control, for example, that of the Ministry of 
Health. It should be no longer possible for a private person 
to give or bequeath a hospital to the community without inquiry 
by the Ministry of Health as to how that hospital is to be 
supported, whether it is needed, and, above all, how it is to be 
staffed. Now that the hospital represents a scientific clinical 
laboratory in which the work must be highly differentiated and 
specialized, it is obvious that multiple small hospitals with no 
connection with one another and no responsibility, except to 
their own directors, are an absurdity. Uncontrolled indepen- 
dence of voluntary hospitals presents one of the most urgent 
problems of today. Either the voluntary hospitals must set 
their own house in order and set up a council of government 
which shall be concerned only for the good of the community 
and of scientific progress or else the state must control them. 
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Maintenance must be met by insurance instead of mendicancy, 
and new hospitals and new buildings must be provided by the 
public funds.” 

Professor Hey Groves referred briefly to municipal hospitals 
in Britain and to nursing homes, of which he said: “Let us 
hope that the force of circumstances will speed up the dis- 
appearance of the proprietary nursing home, which is surely 
an anachronism today. In the future all the best hospitals 
should have ample accommodation for private patients who 
can pay their own fees and maintenance and at the same time 
obtain the benefit of all the refinements of scientific medicine 
and surgery.” 

In the early part of his lecture, which was entitled “The 
Romance of Surgery,” Professor Hey Groves gave an outline of 
the life and work of Hamilton Russell, who died in Melbourne 
in 1933. The professor said that Hamilton Russell’s innate 
modesty forbade him to take pride in anything but the fact that 
he was the pupil and last house surgeon of Lister, whom he 
ever delighted to honor and to imitate. Professor Hey Groves 
discussed Russell’s saccular theory of hernia, his simple and 
effective method of treating fractured femurs (known now as 
the Melbourne method), and his contribution to the surgical 
technic of treating strictures. 


SKIN DISEASES IN AUSTRALIA 


Dr. Herman Lawrence of Melbourne stated that the Aus- 
tralian people were more subject to skin diseases than any other 
people in the world. This was due to the dry atmosphere and 
the outdoor life of the people. A suggested investigation was 
the relationship of mice plagues to skin disease. 


THE FLYING DOCTORS 

Relating the history of the services, Dr. Vickers paid a tribute 
to Rev. John Flynn, superintendent of the Australian Inland 
Mission of the Presbyterian church, to whose inspiration and 
tenacity of purpose they owed these services today. Prior to 
1914 he realized the need for medical facilities for the lonely 
settlers in remote parts and conceived the idea of having a 
doctor at a central base, with an airplane to visit and, if neces- 
sary, transport patients to hospitals. Wireless was essential 
as a means of communication, and in 1926 a complete trans- 
mitting and receiving set was evolved. The power of this type 
of set was derived from a small high-tension generator driven 
by bicycle gears, which ensured an unfailing supply of electricity 
and made the set capable of being operated by anybody. For 
distances up to 200 miles vocal messages could be sent and 
received. Outside that radius Morse code was transmitted from 
a simple typewriter keyboard, which made actual knowledge of 
Morse unnecessary. There were at present thirty-five of these 
sets at station homesteads, mission hospitals and police stations, 
but the objective was to increase that number to 500 as finances 
permitted. When vocal messages were received the doctor was 
often able to give simple instructions, particularly in the case 
of minor ailments of children to worried mothers 200 miles 
away from medical aid. In urgent cases, such as severe injury 
or internal operations, the combination of wireless and airplane 
meant a saving in many cases of days, and patients transported 
by air were remarkably free from surgical shock inseparable 
from practically every other form of transport. 

The loneliness of Australia’s frontiers was unique. Of Aus- 
tralian cities with a population of more than 10,000, all, with 
few exceptions, were on or near the coast. In difficult medical 
cases it was necessary to reach a city of 10,000 or more people 
to guarantee reasonably adequate hospital facilities. The loneli- 
ness was likely to continue for some time, as apart from the 
transcontinental and mining lines no attempt was being made 
to build railways into the tropical belt. It was desirable not 


only to convey patients to the hospital by aerial ambulance 
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but to bring them back when discharged. A patient brought to 
a hospital in four hours might have to travel over rough country 
for three weeks to get home. 


AUSTRALIA’S FUTURE 7 

“Our moonlight civilization in Australia mirrors most alarm- 
ingly the decline in birth rate and population seen in western 
Europe, for these things act here, not as a safeguard, but toward 
disaster” declared Sir Raphael Cilento of Queensland at the 
combined sessions of public medicine and medical sociology. 
We cannot preserve our frontiers unless we can effectively 
occupy the land we claim, and the problem is vast. Certainly 
we have done well in actual figures. During the period 
1911-1921 our annual increase corresponded to 2.01 per cent and 
from 1921 to 1933, in spite of actual loss owing to the depres- 
sion, it was 1.83 per cent, the chief increase going to Queens- 
land. But, with regard to distribution, Australia is becoming 
more urbanized without provision in the secondary field. The 
percentage of population in country districts fell from 37.35 
in 1921 to 35.92 in 1933, and this is the tendency of several 
decades. “It is in respect of natural increase that our figures 
are most disturbing. From 1861 to 1931, 75.92 per cent of the 
population was provided by natural increase and 24.08 per cent 
by immigration. But during the thirty-two years of recorded 
figures since 1900 this figure has fallen to 19.23 per cent, and 
from 1927 the figures for the individual years show a decline 
that resulted in an actual loss in 1930, 1931 and 1932. (Inciden- 
tally, the nominated and selected immigrants fell in number 
from 30,123 in 1927 to 275 in 1931 and 175 in 1932.) 

“The Australian birth rate is now one of the lowest in the 
world, but fortunately the death rate is phenomenally small, so 
that a reasonably good showing is made in respect of natural 
increase; but, as Dublin recently pointed out, the natural 
increase rate is fallacious. In his experience an American rate 
of 10.99 per thousand when corrected in terms of the biologic 
constitution (age frequency of material pregnancy and mor- 
tality) becomes no more than 5.47 per thousand. This criterion 
applied to Australian figures by Exley shows several tendencies 
that are unfavorable. The average age of the population is 
rising rapidly, and the proportion of youth is declining. The 
Year Book of 1933 shows that young and middle aged arrivals 
have fallen from two thirds to little more than one half; the 
proportion of older people among them has risen from one in 
seven to one in three; and, in respect of departures from Aus- 
tralia, the depression prompted many people in the age group 
15 to 35 to leave Australia for other lands in search of employ- 
ment. The best of all immigrants, the baby, formerly repre- 
sented by 3.34 (1911) per family, has fallen to 2.95 (1932), so 
that the average issue of mothers has fallen 13.22 per cent and 
there are considerably fewer potential mothers. The natural 
increase for 1931 was half that of 1891. Exley concluded from 
his study that, in terms of natural increase, the stable population 
of Australia, on present figures, would represent no more than 
8,500,000 and would contain an excess of females of approxi- 
mately 35 per thousand. The solution is immigration or ultimate 
invasion. Australia depends today for her defense and her 
development on peace and security, for which there is no 
guaranty. Health—that is, protection against external disease 
and a vigorous vitality from right living that is internal excel- 
lence—and the dominant mentality that goes with abounding 
health are both essential to ensure our survival in the period 
of increasing pressure in the Pacific that appears imminent and 
inevitable.” 

THE DOCTOR AS EUGENIST 

In clear and candid language the principles of eugenics and 
the aims of the Eugenics Society of Great Britain were 
explained by Lord Horder, president of the society. Lord 
Horder said that those who urged the claims of eugenics found 
themselves for the most part crying in the wilderness, but they 
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believed that the gospel which they preached would usher in an 
epic in the physical and intellectual progress of the human race 
which would have comparably good results. Eugenics had been 
defined as “the study of agencies under social control that might 
improve or impair the racial qualities of the future generations, 
either physically or mentally.” The eugenist did not believe 
that permanent results would accrue from pampering the indi- 
vidual. To do one’s utmost to start every new life on a sound 
and sturdy basis was the greatest service one human being could 
render to another. In medicine there had been a tendency to 
get back further and further in outlook and in practice. From 
the cure of the individual patient, medical men had turned to 
the control of the disease and the increase of the patient's resis- 
tance to infection. They called this preventive medicine. They 
had attended more to the child and less to the adult, and from 
the child they had passed to the infant and even to prenatal 
life. But they must go back further still, for, by the time a 
new individual was conceived, heredity had already stamped on 
it the power to live healthily or had loaded it with handicaps 
from which it might never be able to shake itself free. Eugenics 
in actual fact was the soundest and by far the most profitable 
form of preventive medicine. Lord Horder suggested that 
civilization had advanced far enough to enable them to achieve 
biologic control just as completely as they had achieved physical 
control. He meant biologic control in the human sphere, since 
no one seemed to question either the wisdom or the morality 
of achieving biologic control in the animal and in the plant 
world. People accepted the principle in relation to horses, 
cattle and plants but gasped at the idea of accepting the prin- 
ciple in respect of men and women. The principle offended the 
religious emotions and ideas of some. He did not propose to 
enter into that arena, for the degree to which a man’s religion 
determined his views on questions of this kind must be settled 
in the sanctity of his own heart. Supposing the main principle 
of eugenics to be accepted, the speaker proceeded, what should 
be done to act on it? In the first place, the study of eugenics 
should be encouraged in the universities and schools, and by 
the institution of scholarships and research studentships. 
Eugenics should be taught to medical students. Then the com- 
pilation of family pedigrees should be encouraged. 


Marriages 


Rosert D. Scurock, Omaha, to Miss Elizabeth Winslow 
Wetherbee of Newton Highlands, Mass., August 20 

James Francis WILKINSON, Oconomowoc, Wis., to Miss 
Patricia Phelan Hebert, at Clintonville, August 28. 

Avpen W. Souires, Ann Arbor, Mich., to Miss Marguerite 
B. Parker of Newton Highlands, Mass., August 5. 

Henry Cray Harritt, Ellenboro, N. C., to Miss Maxine 
Patricia Stout of Pierre, S. D., August 8. 

Georce AtFrep Hess, Bridgewater, Va., to Miss Helen May 
Carter of Trenton, N. J., August 18. 

Juntus Ricnarpson Vann, Spring Hope, N. C., to Miss 
Matilda Mayo of Clayton in August. 

Lawrence F. SterrFen to Miss Aileen Marie Conlan, both 
of St. Marys, Kan., August 29. 

Avison Gano, Carrollton, Ill., to Miss Maude E. Gronevelt 
of Muskegon, Mich., August 3. 

Donatp F. Marion, Harrisburg, Pa., to Miss Mabel Floyd 
of Fairmont, N. C., in August. 


Ciinton S. M. Koerner, Chicago, to Miss Rosella Frederick 
of Rankin, Ill., August 31. 


Harry Linwoop Leavitt, Seattle, to Miss Teresa Drumheller 
of New York, August 22. 


Francis LAMBERT McGANNON to Miss Louise Houck, both 
of Cleveland, in August. 


Francis X. Grarr, Freeport, Ill., to Miss Constance Ford of 
Gary, Ind., August 24. 
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Deaths 


- Alexander Crever Abbott, Philadelphia; University of 
Maryland School of Medicine, Baltimore, 1884; emeritus pro- 
fessor of hygiene and bacteriology, University of Pennsylvania 
School of Medicine; formerly lecturer in hygiene, Johns Hopkins 
University School of Medicine, Baltimore; member of the 
Society of American Bacteriologists; for many years mémber 
of the city board of health; served during the World War; 
author of “The Principles of Bacteriology” and “The Hygiene 
of Transmissible Diseases ;” aged 75; died, September 11, at his 
summer home on Cape Cod, of cerebral hemorrhage. 

Richard Clinton Bunting, Memphis, Tenn.; University of 
Maryland School of Medicine, Baltimore, 1899; member of the 
Tennessee State Medical Association; formerly clinical assis- 
tant, associate and associate professor of neurology, University 
of Tennessee College of Medicine; on the staffs of the Metho- 
dist, St. Joseph’s and Crippled Children’s hospitals and the 
Western State Hospital; aged 58; died, September 30, of car- 
cinoma of the pancreas and hemorrhagic pancreatitis. 

Henry Schwarz, St. Louis; St. Louis Medical College, 
1879; member of the Missouri State Medical Association; pro- 
fessor emeritus of obstetrics and gynecology, Washington Uni- 
versity School of Medicine; fellow of the American College 
of Surgeons; past president of St. Louis Medical Society; aged 
79; consulting obstetrician to St. Louis Maternity Hospital and 
Barnes Hospital, where he died, October 23, of leukemia. 

Edward Wells Brown ® Northampton, Mass.; College of 
Physicians and Surgeons, Medical Department of Columbia 
College, New York, 1894; medical examiner of Hampshire 
County for many years; on the staff of the Cooley Dickinson 
Hospital; consulting surgeon to the Veterans Administration 
Facility and the Northampton State Hospital; aged 64; died, 
October 25, of coronary thrombosis. 

David Walker Houston ® Troy, N. Y.; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1881; fellow of 
the American College of Surgeons; veteran of the Spanish- 
American War; at one time police surgeon in Cohoes, N. Y., 
and member of the board of health; consulting surgeon to the 
Troy and Leonard hospitals; aged 78; died, September 11, of 
carcinoma of the esophagus. 


William Henry Clancy, Cambridge, Mass.; University of 


the City of New York Medical Department, 1886; member of 
the Massachusetts Medical Society; for thirty-five years physi- 
cian for the Cambridge schools; physician for the Middlesex 
County Jail; on the staffs of the Cambridge City Hospital and 
the Holy Ghost Hospital; aged 70; died, September 21, of 
chronic myocarditis. 

Frederick Laurence Flynn, New York; Cornell Univer- 
sity Medical College, New York, 1902; member of the Medical 
Society of the State of New York; visiting surgeon to the 
Morrisania City Hospital; consulting surgeon to the Fordham 
Hospital and formerly visiting surgeon to the Lincoln Hospital; 
aged 57; died, October 17, of diabetes mellitus and coronary 
heart disease. 

Edmund Walters Warren, Palatka, Fla.; University of 
Georgia Medical Department, Augusta, 1902; member, past 
president and secretary of the Florida Medical Association; 
secretary of the Putnam County Medical Society; formerly 
mayor; on the staff of the Mary Lawson Sanatorium; aged 60; 
died, September 24, in the East Court Hospital, St. Augustine. 

William Cohen ® Brooklyn; Long Island College Hospital, 
Brooklyn, 1915; member of the American Academy of Ophthal- 
mology and Oto-Laryngology; assistant visiting ophthalmolo- 
gist at the Gouverneur Hospital and an assistant in the ophthal- 
mological department of the dispensary of the Long Island 
College Hospital; aged 45; died, September 10. 

George H. Westinghouse, Buffalo; University of Buffalo 
School of Medicine, 1886; member of the Medical Society of 
the State of New York; formerly registrar of vital statistics, 
city board of health; for many years on the staff of the Buffalo 
Hospital of the Sisters of Charity ; aged 74; died, October 8, of 
coronary thrombosis. 

John Breckinridge Catlett, Staunton, Va.; University of 
Virginia Department of Medicine, Charlottesville, 1888 ; formerly 
city physician, member of the board of health and county 
coroner; for many years on the staff of the King’s Daughters’ 
Hospital; aged 69; died, September 24, of malignant disease of 
the pelvic bones. 

Roy Arthur Townsend, Fairgrove, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
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1910; member of the Michigan State Medical Society; health 
officer of Fairgrove township; aged 52; died, September 18, 
in the Unionville (Mich.) Hospital, of nephritis and arterio- 
sclerosis. 

William Lewis Conklin ® Poughkeepsie, N. Y.; University 
of the City of New York Medical Department, 1885; past presi- 
dent of the Monroe County Medical Society; on the staff of 
the Bowne Memorial Hospital, 1923-1925; aged 77; died, Octo- 
ber 4, of cardiovascular disease and hypertrophy of the prostate. 

Edward William Cooney, Appleton, Wis.; College of 
Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1904; member of the State Medical 
Society of Wisconsin; on the staff of St. Elizabeth Hospital; 
aged 61; died, September 11, of coronary thrombosis. 

Silas Green Cain, Somerset, Ky.; University of Louisville 
Medical Department, 1893; member of the Kentucky State 
Medical Association; served during the World War; on the 
staff of the Somerset General Hospital; aged 64; was found 
dead in bed, September 12, of coronary thrombosis. 

Lester Blake Cavins ® Bloomington, IIl.; Baltimore Medi- 
cal College, 1904; medical director of the State Farm Life 
Insurance Company; served during the World War; aged 58; 
on the staff of the Brokaw Hospital, Normal, where he died, 
September 28, of coronary thrombosis. 

Maria Mitchell Vinton, Brightwaters, N. Y.; Woman's 
Medical College of the New York Infirmary for Women and 
Children, New York, 1886; formerly medical inspector of the 
New York City Health Department; aged 72; died, September 
20, of carcinoma of the stomach. 

Allen Tindolph Agnew, International Falls, Minn.; Uni- 
versity of Minnesota Medical School, Minneapolis, 1917; mem- 
ber of the Minnesota State Medical Association; served during 
the World War; aged 44; died, September 28, in the North- 
western Hospital, Minneapolis. 

John Hamilton Hastie, Stockton, Ala.; University of Ten- 
nessee Medical Department, Nashville, 1899; member of the 
Medical Association of the State of Alabama; aged 57; died in 
September at an infirmary in Mobile of injuries received when 
his car crashed into a tree. 

Charles David O’Hara, Williamstown, Ky.; Medical Col- 
lege of Ohio, Cincinnati, 1895; member of the Kentucky State 
Medical Association; past president of the Grant County Medi- 
cal Society; aged 61; was found dead in his office, September 
18, of cerebral hemorrhage. 


Thomas R. Barker ® Danville, Ind.; Central College of 
Physicians and Surgeons, Indianapolis, 1901; past president of 
the Hendricks County Medical Society; for many years on the 
staff of the Methodist Hospital, Indianapolis; aged 60; died, 
October 7, of heart disease. 


Robert Abbott Donahoe, Lowell, Mass.; University of 
Vermont College of Medicine, Burlington, 1921; member of the 
Massachusetts Medical Society; aged 43; on the staff of 
St. John’s Hospital, where he died, August 20, of acute hepatitis 
and cirrhosis of the liver. 

Arthur T. Caine, Anoka, Minn.; University of Minnesota 
College of Homeopathic Medicine and Surgery, Minneapolis, 
1899; medical superintendent of the Anoka State Asylum; aged 
60; died, September 12, in the Eitel Hospital, Minneapolis, of 
cardiac decompensation. 

Neil McLeod, Philadelphia; McGill University Faculty of 
Medicine, Montreal, Que., Canada, 1927; instructor in pathol- 
ogy; University of Pennsylvania School of Medicine; aged 34; 
was instantly killed, September 23, in an automobile accident 
near Lakewood, N. J. 

Albert Henry Fridenberg, New York; College of Physi- 
cians and Surgeons, Medical Department of Columbia College, 
New York, 1877; at various times on the staffs of the Mount 
Sinai and Beth Israel hospitals; aged 80; died, October 3, of 
chronic myocarditis. 

Spencer C. Alexander, Salt Lick, Ky.; University of Louis- 
ville Medical Department, 1890; member of the Kentucky State 
Medical Association; formerly county coroner; aged 78; died, 
September 21, in the Good Samaritan Hospital, Lexington, of 
heart disease. 

David James Molumphy ® West Hartford, Conn.; Jeffer- 
son Medical College of Philadelphia, 1906; for many years 
medical inspector of the city board of health; on the staff of 
St. Francis Hospital, Hartford; aged 59; died, August 31, of 
hypernephroma. 

John A. Campbell, Nahunta, Ga.; Medical College of the 
State of South Carolina, Charleston, 1911; member of the 
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Medical Association of Georgia; also a druggist; aged 50; died, 
September 20, in a hospital at Waycross, of gangrenous 
appendicitis. 

Julius Crisler ® Jackson, Miss.; Jefferson Medical College 
of Philadelphia, 1898; past president of the Central Medical 
Society ; fellow of the American College of Surgeons; aged 59; 
on the staff of the Jackson Infirmary, where he died, Sep- 
tember 13. 

Hezekiah Levin Martin, Birmingham, Ala.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1881; member 
of the Medical Association of the State of Alabama; Confed- 
erate veteran; aged 87; died, September 2, of cardiovascular 
disease. 

John Sullivan Clifford, Rochester, N. Y.; George Wash- 
ington University School of Medicine, Washington, D. C., 1906; 
for many years on the staff of St. Mary’s Hospital; aged 57; 
died, September 6, of cerebral hemorrhage and arteriosclerosis. 


Abram Burton Jones, Tyrone, Ga.; Atlanta School of 
Medicine, 1907 ; member of the Medical Association of Georgia ; 
mayor of Tyrone and member of the board of education; aged 
59; died, September 6, of carcinoma of the liver. 


Benjamin L. Simmons, Nashville, Tenn.; Georgia College 
of Eclectic Medicine and Surgery, Atlanta, 1890; president of 
the state board of medical examiners; aged 72; died, Septem- 
ber 23, of valvular heart disease and hemiplegia. 


George Zina Goodell, Salem, Mass.; Harvard University 
Medical School, Boston, 1881; member of the Massachusetts 
Medical Society; formerly on the staff and superintendent of 
the Salem Hospital; aged 76; died, September 9. 


Thomas Joseph Cronin ® Worcester, Mass.; Baltimore 
University School of Medicine, 1898; on the consulting staff of 
the Fairlawn Hospital; aged 69; died, September 10, in the 
Memorial Hospital, of carcinoma of the sigmoid. 


Abraham A. Pless, Philadelphia; Temple University School 
of Medicine, Philadelphia, 1918; member of the Medical Society 
of the State of Pennsylvania; aged 47; died, October 8, in the 
Mount Sinai Hospital, of lymphatic leukemia. 


Harmon Arthur Staley, Schenectady, N. Y.; Albany 
(N. Y.) Medical College, 1891; member of the Medical Society 
ot the State of New York; aged 70; died, September 21, of 
cerebral hemorrhage and arteriosclerosis. 

David Jacob Hyman, New York; College of Physicians 
and Surgeons, Medical Department of Columbia College, New 
York, 1895; on the staff of the Beth Israel Hospital; aged 62; 
died, October 3, of coronary thrombosis. 

Oscar Lee Ashby Torbett, Marlin, Texas; Atlanta (Ga.) 
College of Physicians and Surgeons, 1909; member of the State 
Medical Association of Texas; aged 60; died, September 13. 
of agranulocytopenia and septicemia. 


Augustus Burt Coolidge, Washington, D. C.; Howard Uni- 
versity College of Medicine, Washington, 1884; aged 78; died, 
September 22, in the Emergency Hospital, of hemorrhagic pan- 
creatitis and right pyonephrosis. 

John Eastman Belding, Worcester, Mass.; Harvard Uni- 
versity Medical School, Boston, 1902; served during the 
World War; aged 62; died suddenly, September 16, in North- 
field, of coronary occlusion. 

Charles Frederick Culley, Cleves, Ohio; Eclectic Medical 
College, Cincinnati, 1918; aged 41; died, September 2, in the 
Deaconess Hospital, Cincinnati, of cerebral and pulmonary 
edema and acute nephritis. 

Frank Boogher ® St. Louis; University of Virginia 
Department of Medicine, Charlottesville, 1895; served during 
the World War; aged 69; died, September 2, in the Barnes 
Hospital, of heart disease. 

John Woodson Gillespie, Sherman, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1903; member of the 
Mississippi State Medical Association; aged 61; died, August 

4, of coronary thrombosis. 

Leonard Charbonneau, Ogdensburg, N. Y.; School of 
Medicine and Surgery of Montreal, Que., Canada, 1891; aged 
72; died suddenly, October 1, in the Hepburn Hospital, of 
coronary thrombosis. 

Charles P. Brown ® Oklahoma City, Okla.; University 
_ Medical College of Kansas City, Mo., 1900; on the staff of the 
Oklahoma City General Hospital; aged 68; died, September 13, 
of heart disease. 

George Washington Conterno, New York; Long Island 
College Hospital, Brooklyn, 1891; aged 66; died, September 9, 
in the Veterans’ Administration Facility, of myocarditis and 
arteriosclerosis. 
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Hosea August Vise, Benton, Ill.; St. Louis College of 
Physicians and Surgeons, 1905; member of the Illinois State 
Medical Society; aged 52; died, September 16, of carcinoma of 
the rectum. 

Thomas Foster Cleaver, Lebanon, Ky.; University of 
Louisville Medical Department, 1887; member of the Kentucky 
— Medical Association; aged 69; died, October 9, of heart 

isease. 

William J. Childress, Greenwood, Ind.; Hospital College 
of Medicine, Louisville, 1900; aged 61; died, September 5, of 
—* edema, acute cardiac dilatation and cirrhosis of the 
iver. 

Ernest de Mary Brumback, New York; Hahnemann 
Medical College and Hospital of Philadelphia, 1899; aged 61; 
hanged himself, October 2, at his home in White Plains. 

John H. Buschemeyer, Louisville, Ky.; University of 
Louisville Medical Department, 1891; formerly mayor of Louis- 
ville; aged 65; died, October 7, of coronary occlusion. 

Lyme Harry Blanchard ® Oakland, Calif.; University of 
Vermont College of Medicine, Burlington, 1895; aged 62; died, 
September 5, of cerebral hemorrhage and myocarditis. 

Daniel A. Carlyle, Alba, Mo.; McGill University Faculty 
of Medicine, Montreal, Que., Canada, 1901; aged 64; died, 
September 27, of paralysis agitans and arteriosclerosis. 

Thomas R. Whitley, Douglasville, Ga.; Atlanta Medical 
College, 1876; formerly member of the state legislature and 
mayor of Douglasville; aged 80; died, September 3 

Cicero Minor Nichols, Houston, Texas; Medico-Chirurgi- 
cal College of Philadelphia, 1899; aged 77; died, July 25, of 
injuries received when struck by an automobile. 

Mary J. Henry Aiton, Summer Hill, Ill.; Northwestern 
University Woman’s Medical School, Chicago, 1901; aged 70, 
died, September 1, of multiple neuritis. 

John Rufus Allen, Healdton, Okla.; Hospital College of 
Medicine, Louisville, Ky., 1905; aged 54; was found dead, 
September 18, of cerebral hemorrhage. 

Sebastian Stol ® Chicago; College of Physicians and Sur- 
geons of Chicago, 1892; aged 66; died, October 27, in St. Eliza- 
beth’s Hospital, of coronary sclerosis. 

John B. Burford, Rosebud, Texas; Tulane University of 
Louisiana Medical Department, New Orleans, 1890; aged 70; 
died, August 15, of diabetes mellitus. 

John Calhoun Harris, New Hope, Ala.; Chattanooga 
(Tenn.) Medical College, 1900; aged 61; died, July 14, in 
Albertville, of cirrhosis of the liver. 

Jay Wesley Hollis, Mullins, S. C.; Lincoln Memorial Uni- 
versity Medical Department, Knoxville, 1912; aged 46; died, 
July 14, in Greenville, of pellagra. 

Alfred Harris Abernathy, Erin, Tenn.; Vanderbilt Uni- 
versity School of Medicine, Nashville, 1888; aged 72; died, 
September 17, of heart disease. 

Upton Hollifield Kelley, Waynesboro, Ga.; University of 
Georgia Medical Department, Augusta, 1907; aged 54; died, 
July 10, of chronic myocarditis. 

George W. Wallage, Middletown, Ind.; Medical College 
of Indiana, Indianapolis, 1895; aged 69; died, September 4, of 
acute dilatation of the heart. 

Samuel Martin Fraser, Westmount, Que., Canada; Western 
University Faculty of Medicine, London, Ont., 1889; aged 65; 
died, August 31. 

Lewis A. Thomason, Texarkana, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1894; aged 78; died, July 10, of 
heart disease. 

James Edward Hanna, Ottawa, Ont., Canada; Queen’s 
University Faculty of Medicine, Kingston, 1886; aged 74; died, 
August 30. 

Hartley Orin Baker, Los Angeles; Denver and Gross Col- 
lege of Medicine, 1906; aged 65; died, September 28, of heart 
disease. 

Pink Howe Howard, St. Louis; St. Louis College of Physi- 
cians and Surgeons, 1914; aged 49; died, September 7, of heart 
disease. 

John L. Cox, Lyons, Ind.; Hospital College of Medicine, 
Louisville, 1898; aged 74; died, August 25, of arteriosclerosis. 

William Marcus Lee, Fair Oaks, Calif.; St. Louis Uni- 
versity School of Medicine, 1927; aged 31; died, August 5. 

Joseph L. Russell, Chicago; Jenner Medical College, 
Chicago, 1902; aged 65; died, October 28, of carcinoma. 

William Cannon Kennedy, New York; Missouri Medical 
College, St. Louis, 1880; aged 79; died, September 13. 
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Bureau of Investigation 


NEW SCIENCE INSTITUTE 


A Fraudulent Rupture Cure Debarred from the Mails 

For some years one John G. Homan of Steubenville, Ohio, 
has“been a nfail-order quack. He is not a physician, a pharma- 
cist or a chemist, yet he has put out pieces of quackery that 
have been sold under the implied claims that they would cure 
“prostate trouble” and rupture. In the prostate field Homan 
has operated under the name of “Electro Thermal Company,” 
which puts out a device that is essentially a rectal dilator with 
a thermostat attachment that permits the device, when placed 
in the rectum, to have its temperature raised by the electric 
current. In the same field Homan has also operated under the 
trade name “Harmless Remedy Company,” which put out, 
among other things, a rectal suppository containing a mixture 
of substances which, when a 
small amount of water was 
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and operations were begun under the name of New Science 
Institute in 1923. Homan has advertised extensively, and the 
files of the Bureau of Investigation of the American Medical 
Association contain large display advertisements from the fol- 
lowing newspapers and magazines that have appeared at one 
time or another during the period that the New Science Insti- 
tute has operated. Among the newspapers that have carried 
New Science Institute advertisements were the following: 
Chicago Herald and Examiner, Daily Times, Chicago, Democrat 
and Chronicle, Rochester (N. Y.), Daily Times, Davenport, 
Iowa, Illinois States Register and Toledo News-Bee. Some ot 
the magazines that sold space to this piece of quackery were 
Physical Culture, Popular Mechanics, Real Detective, Path- 
finder, Psychology, Strength, Real America, Shrine Magasine, 
Kiwanis Magazine, Modern Woodman Magazine, and Modern 

Living. 
The advertisements were invariably illustrated, many of them 
showing women in bathing suits doing acrobatic stunts, and 
implying that the women 


added to them, would gener- 
ate heat. 

In the “rupture cure” field 
he has done business under 
the trade name “New Science 
Institute,” which put out a 
truss that was sold under the 
claim that it was not a truss 
and to which has been given the 
such fancy names as “Magic 
Dot,” “Suction-Cell,” “New 
Science Retainer,” etc. 

In 1929 the Federal Trade 
Commission issued a com- 
plaint against John G. Ho- 
man, connected with his New 
Science Institute quackery. 
After an extended hearing, 
the Federal Trade Commis- 
sion issued a Cease and De- 
sist Order in November 
1931. Under this Homan 
was ordered to cease exag- 
gerating the value of his so- 
called system and disparaging 


Beware the Small Rupture that Doesnt Bother Much’ 


were ruptured but could do 
these tricks because’ they 
wore Homan’s device. At 
the hearing Homan admitted 
that the persons shown in 
such advertisements were 
professional models and that 
he had no knowledge of 
whether or not they were 
ruptured or were, in fact, 
using any appliance. 

In common with all mail- 
order quacks, Homan pub- 
lished testimonials. He pref- 
aced the publication of such 
testimonials with the state- 
ment that they were “repre- 
sentations of the writers of 
them and not us.” As Solici- 
tor Crowley pointed out, al- 
though the New Science 
Institute attempted to escape 
responsibility for publishing 
these testimonials by stating 
that they were representa- 


the products or methods of 
treatment offered by com- N 
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tions of the writers, the 
printing of them was mani- 
festly designed to, and did 
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siderable proportion of the 
cases. 


Reproduction (greatly reduced) of a full-page advertisement that appeared 


actually, convey the impres- 
sion that the purchasers of 
the Magic Dot or the Suction 
Retainer, or whatever name 
the piece of quackery hap- 
pened to go by at that time, 
would secure the curative 
and other results claimed to 


Homan evaded the orders 
of the Federal Trade Com- 
mission, by the usual advertising method of lying by implication 
instead of directly. As Homan’s quackeries have always been 
carried on through the agency of the United States mails, the 
Post Office Department turned its attention to him in connection 
with the rupture-cure fake. In November 1934 the New 
Science Institute and John G. Homan were called upon to show 
cause why a fraud order should not be issued against them. 
A hearing which lasted three and a half days was held in 
January 1935, at the conclusion of which Homan and his 
so-called Institute were granted three weeks in which to submit 
a brief. Following the submission of the brief, the Hon. Karl 
A. Crowley, Solicitor for the Post Office Department, carefully 
reviewed all of the evidence in the case and summed it up in an 
extensive memorandum addressed to the Postmaster General. 
From the Solicitor’s memorandum and the files of the Bureau 
of Investigation, the following data have been obtained: 

The New Science Institute was a trade name used by John 
G. Homan and his wife, operating as partners. It was started 


in Kiwanis Magazine, September 1932. 


originally as a department of Homan’s prostate-cure quackery 


have been obtained by the 

testimonial writers. Homan 
also admitted during the hearing that he had unfavorable letters 
from persons who had bought his device, and when asked why 
he did not publish any of these, replied: “That would be 
foolish.” 

While Homan declared at the hearing that his appliances 
were sold for “reducible” ruptures only, he admitted on question- 
ing that they were actually furnished in cases in which the 
question of reducibility was undetermined, and evidence was 
submitted to show that the device was sold in one instance to 
a person who described his hernia as being as large as a goose 
egg! 

The New Science Retainer, as Homan’s device was called 
more latterly, was a flat, circular, rubber pad having about the 
approximate circumference of a silver dollar; it was about 
three-quarters of an inch thick and had a number of shallow 
indentations on its surface. Although Homan’s advertising 
claimed that his appliance worked without belts, the New 
Science Retainer actually had attached to its outer surface a 
catch for the express purpose of enabling it to be attached to 
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a belt to which Homan gave the name “Duogirdle.” In spite 
of this, Homan represented, iterated and reiterated throughout 
his advertising that belts and leg straps were unnecessary in 
connection with the utilization of his so-called system. 

Much was made by Homan in his advertising of what he 
called “Seaver Essentials,” which was said to be the adoption 
of a method of treatment by which Dr. J. W. Seaver of “a 
great Eastern University” was alleged to have cured seven out 
of ten persons of rupture. These so-called Seaver Essentials 
were furnished by Homan in a booklet entitled “How to Aid 
Nature in Rupture — Quickly.” They consisted merely of 
descriptions of a number of movements of the arms, legs and 
torso, including instructions for the massage of the area sur- 
rounding the rupture, and advice for the relief of constipation. 
It appeared that Homan appropriated the so-called Seaver 
Method from an old textbook. There was a Dr. J. W. Seaver 
who forty years ago was associate director of Yale University 
gymnasium; he died twenty years ago. A physician who had 
been associated with Dr. Seaver during his connection with the 
gymnasium furnished the Post Office Department with some 
facts in the matter. It appears that Dr. Seaver carried on some 
emergency medical oversight in a few students, among whom 
some few cases of rupture were noted, and, not being satisfied 
with the available trusses, the doctor devised a rubber attach- 
ment of his own and, in collaboration with his associates, also 
arranged a series of safe exercises. Dr. Seaver’s associate 
stated that the doctor never cured seven out of ten cases of 
rupture, as Homan had claimed, and that it was doubtful if he 
had, in fact, ever cured a single case. It was further shown 
that the brochure written by Dr. Seaver was hopelessly out- 
dated, a view that was substantiated by medical expert testi- 
mony adduced by the government at the hearing. 

It was brought out at the hearing, also, that no physicians 
were employed by the New Science Institute, and even a 
so-called truss fitter that was employed by the New Science 
Institute admitted during the course of testimony that he was 
quite unable to answer questions of a medical nature with 
respect to rupture. Homan’s own attorney also had to concede 
that a number of answers given by Homan himself to similar 
questions were erroneous. 

Aside from the quackery involved in the sale of Homan’s 
device, there was also commercial trickery. The Solicitor for 
the Post Office Department stated that it was proved that it 
was the established practice of the New Science Institute to 
send the so-called free Activator Model and leg strap in a 
separate package so sealed as to prevent a trial or even a com- 
plete examination. Then there was printed on the outside of 
the wrapper a warning to the effect that the contents could not 
be returned if the seal was broken, but there was a careful 
avoidance of any statement that such breaking of the seal would 
result in the loss of the right of refund. It was shown in a 
number of cases that many persons who had purchased the 
so-called System and found both the sealed and unsealed portion 
thereof unsatisfactory were denied the return of their money on 
the ground that they had broken their “contract.” In fact, 
Homan admitted at the hearing that his concern endeavored to 
escape making refunds whenever possible, and he also admitted 
that it was probably true that the statements in his literature 
were calculated to induce patrons to open the sealed packages. 
It was brought out, further, at the hearing that Homan had a 
“stool-pigeon” described in the quack literature as “Herbert 
Ayers, Box 402, Wheeling, W. Va.” Homan, when questioned, 
could not say who Herbert Ayers was. The postmaster at 
Wheeling, W. Va., however, reported that Box 402 was rented 
by one Carl Schumann, who was an employee of the New 
Science Institute. 

The government had no difficulty in showing that the claim 
that the Homan device would cure rupture was false and 
fraudulent. Mr. Crowley closes his memorandum to the Post- 
master General with the statement that he recommended that a 
fraud order be issued against the New Science Institute and its 
officers and agents as such. The Postmaster General notified 
the postmaster at Steubenville, Ohio, to return all letters and 
other mail matter that came addressed to the New Science 
Institute to the senders with the word “Fraudulent” plainly 
written or stamped on the outside of such letters. The order 
went into effect April 25, 1935. 
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Queries and Minor Notes 


Anonymous COMMUNICATIONS and queries on postal cards will not 
be noticed. Every letter must contain the writer’s name and address, 
but these will be omitted on request. 


STITCH ABSCESS—FOOD PRESERVATIVES— 
AUTOGENOUS VACCINE 
To the Editor:—Would you kindly give: 1. The correct treatment of 
a ‘“‘stitch abscess’ according to various stages. 2. Names and dosages of 
several food preservatives. 3. Practical method of preparing an autoge- 
nous vaccine from a pustule and a pathologic urine. Please omit name. 
M.D., Michigan, 


Answer.—l. A stitch abscess is one arising round or limited 
to the region of a suture. The term is used in most hospitals 
improperly to cover any infection of a wound. In the early 
stages there may be some redness round the approximating 
stitches of a wound. If examined microscopically, a small 
abscess probably could be demonstrated round the stitch. Most 
of these stitch infections terminate with little gross suppuration, 
and healing is prompt after removal of the stitches. As soon 
as redness is noted round skin sutures, warm moist compresses 
of boric solution should be applied. Usually the stitches that 
are most involved, especially if interrupted in type, should be 
removed. If the infection has progressed to the stage of gross 
abscess about the sutures, the same treatment will usually be 
satisfactory, as the pus usually drains out through suture holes. 
In other instances the infection has spread from the stitches to 
the edges of the wound with the development of free pus 
between them. The skin may look perfectly healed on the 
surface, with little redness, or there may be _ considerable 
inflammation with induration about the wound. Warm boric 
compresses should be applied if there is considerable induration 
without free pus. When free pus can be demonstrated or is 
suspected, the edges of the skin should be separated by a sterile 
probe and if pus is present it may be drained by the removal 
of a few stitches. If there tends to be a pocket, a small rubber 
drain may be inserted or the superficial tissues opened widely. 
In the presence of any infection of a wound there is usually 
delayed healing of all the tissues with great danger of sepa- 
ration of the wound because of early digestion of the catgut 
sutures. Wide tension sutures should always be used and 
adhesive straps applied to bridge the wound on the removal of 
any sutures to prevent hernia or evisceration. 

2. The bureau of chemistry of the U. S. Department of Agri- 
culture determines the use of any substance used as a food 
preservative. Inquiry and access to bulletins should give further 
information than can be given here. Probably the most impor- 
tant preservative is sodium benzoate. Under President Theodore 
Roosevelt a board of consulting experts from three universities 
studied the effects of sodium benzoate on man under careful 
experimental conditions. They all concluded essentially that 
sodium benzoate in small doses (under 0.5 Gm. daily) mixed 
with food was without deleterious or poisonous action and is 
not injurious to health, sodium benzoate in large doses (up to 
4 Gm. daily) was found not to be injurious to health, and the 
admixture of sodium benzoate with food in small or large doses 
was found not to affect injuriously or impair the quality or 
nutritive value of such food. The secretary of agriculture ruled 
that sodium benzoate was permissible for use as a preservative 
of food if so stated on the label. Manufacturers of food prod- 
ucts which in their view require the use of a preservative are 
in general content with 0.1 per cent of sodium benzoate. In 
eating such a preserved food the consumer would need to take 

Gm. daily, or nearly two thirds of a pound, to ingest an 
amount of sodium benzoate equal to the minimal dose of 0.3 Gm. 
daily used in the experiments on man. The large doses given 
to human subjects ranged from 0.6 Gm. to 4 Gm. daily over one 
month and even larger doses were given. The chief objection 
to the use of chemical preservatives is that their addition makes 
it easier to use inferior or partially spoiled raw materials and it 
prevents the natural fermentation and spoilage following insani- 
tary conditions of handling food. The use of sulphur dioxide, 
copper sulphate, alum, gluside, borax or borates has been 
referred to the board, whose further reports were not available. 

3. In the preparation of autogenous vaccine, the bacteria must 
be obtained without contamination. The surface of a pustule 
may be seared with a hot instrument or cleaned with an anti- 
septic solution that evaporates quickly, such as alcohol. The 


pustule is lanced or a sterile needle inserted and the pus obtained 
for growth. A specimen of urine must be obtained by catheteri- 
zation after surgical cleansing of the field, by means of sterile 
Suitable mediums are inoculated and after growth 


instruments. 
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the bacteria are washed off in salt solution. They may be 
standardized by means of the Hopkins calibrated vaccine centri- 
fuge tube. After centrifugation the salt solution is largely 
removed and the bacteria are suspended in 1: 1,000 merthiolate 
solution. They are placed in an incubator from four to six 
days and then tested for sterility. They are diluted as desired, 
usually from 100 million to 1 billion to a cubic centimeter for 
clinical use. An older method was to wash off the bacteria in 
salt solution and kill by heating to 57 C. for half an hour. 
Bacteria may be counted directly with a hemocytometer, with 
the use of a dilute aniline dye such as an alcoholic solution of 
methylene blue. The bacterial suspension may be mixed with 
blood corpuscles and, after counting, their number may be esti- 
mated by determining the ratio between them. After standardi- 
zation, they may be preserved in salt solution to which 0.5 per 
cent of phenol (carbolic acid) is added. 


PANCREATIC EXTRACT IN CLAUDICATION 
To the Editor:—In Queries and Minor Notes in Tue JourNat, March 
23, you mention a pancreatic extract, insulin free, used in claudication. 
I have been unable to get any information from New York dealers in 
reference to this product. Can you tell me where it may be obtained? 
Epwarp S. Newett, M.D., Pelham Manor, N. Y. 


ANSWER.—Various tissue and urine extracts have been used 
in intermittent claudication. Intramuscular administration has 
been effective in some cases with the active extracts. Two 
pancreatic extracts are now available. The extract isolated by 
Frey and Kraut from urine was first called kallikrein, later 
padutin. A preparation called padutin is now made from pan- 
creas and can be obtained from the Winthrop Chemical Com- 
pany, New York. Pancreatic Tissue Extract No. 568, produced 
by Sharp and Dohme, Baltimore, has been used effectively in 
some cases. More recently an active principle has been found 
in other tissues. Several skeletal muscle extracts have been 
reported to be useful; namely, Myoston and MAP (muscle 
adenosin phosphoric acid) prepared by Dr. Henning of Berlin. 
A tissue extract said to be equally effective is Heart Muscle 
Extract, prepared by Eli Lilly Company in Indianapolis. These 
extracts are entirely in an experimental stage. They have not 
been accepted by the Council on Pharmacy and Chemistry of 
the American Medical Association. Controlled clinical trials 
have indicated that the active principle or principles of these 
extracts affects the pain of contracting muscle in the presence 
of a diminished blood supply. It is not certain that the active 
principle is the same in all cases and it appears that the prin- 
ciple or principles of these preparations may not properly be 
considered hormones. 


THE POLARITY OF CHEST LEADS 

To the Editor :—Probably many physicians have wondered why electro- 
cardiograms made by chest leads appear to be upside down, P, R and T 
of normal records all inverted and S alone upright. The answer is that 
some one started making them that way and others have followed the lead. 
If the first news reel showing Chinese scenes had been exhibited upside 
down because the producer thought that would insure recognition of the 
part of the earth portrayed, it is not unlikely that all subsequent films 
from the antipodes would, by force of cinema convention, necessarily be 
shown in the same confusing fashion. For myself, I prefer to see a 
normal P, R or T wave, made by any derivation, erect and healthy look- 
ing. Made by the inverse polarity, they look sick. In spite of some 
criticism on the score of unconventionality I have insisted, in my own 
hospital service, on the use of the normal polarity. Until recently, 
however, it had not seemed to me a very serious matter, for physicians, 
as well as dentists, can interpret a mirror image. But now, I observe, 
it is becoming customary to call the initial downward ventricular deflec- 
tion a Q wave. This is serious confusion, for the large downward 
deflection is unquestionably an R wave upside down; the true Q wave 
is usually entirely lacking. But, if present, what shall it be called? 
Since chest leads have been in use for only a relatively short time the 
pattern of these deflections has not yet become stereotyped in the medical 
mind, as is the case with the standard leads. It is therefore not too late 
to reform. The obliging quartz fiber will deflect as willingly the other 
way if one will only interchange the lead wires. 


Freperick H. Howarp, M.D., New York. 


ANSWER.—Many have had the same reaction as that expressed 
in this communication to the introduction of the inverted com- 
plexes P, QRS and T waves in the precordial lead commonly 
called lead 4 in normal individuals. Doubtless some have been 
on the verge of initiating a campaign similar to that suggested 
here to reverse the lead points so that the chest lead will be 
normally composed of upright P, QRS and T waves, but later 
reflection has made it seem desirable to retain the precordial 
lead or lead 4 as proposed by several of those originally urging 
its routine adoption, the chief reason for this change of view 
being that, as commonly taken now, lead 4 is easily distin- 


guished from the other leads, and since it is a newly introduced 
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lead it is well to have it readily distinguished from the other 
three. Practice makes one quite familiar with the inverted 
complexes, and after the original irritation produced by seeing 
the upside down waves has passed one becomes content even 
with the appearance of the curve. Furthermore, so much has 
already been written during the last year or two about lead 4 
as ordinarily taken that it would create a considerable bother 
and confusion to make the change. 

However, the criticism with reference to the nomenclature 
of the QRS wave is pertinent. As stated, the Q is really not 
a Q but an inverted R, and the R is not an R wave but an 
upright S. The same criticism holds for the nomenclature of 
the QRS waves in the ordinary leads, and this was emphasized 
in a recent paper by Sylvester McGinn and P. D. White (The 
Duration of the QRS Complex in the Normal and in the 
Abnormal Electrocardiogram, Am. Heart J. 9:642 [June] 1934). 
McGinn and White have suggested a way out of the difficulty 
in their note on nomenclature at the end of the paper. They 
have advised that a more satisfactory method of describing the 
QRS complex would be to state positive and negative deflec- 
tions by appropriate signs with amplitudes expressed in milli- 
meters; thus QRS might equal —2, +12, —5, without Q, R 
and S being specified separately. The same procedure could 
easily be applied to lead 4. 


RUGGLES’ CREAM 
To the Editor:—Can you find for me in some of the formularies avail- 
able in your office the composition of so-called Ruggles’ Cream, a mixture 
used on the hands? M.D., Chicago. 


Answer.—The A. M. A. Chemical Laboratory inquired of 
Melvin & Badger Company, the manufacturers of this cream, 
whether or not the product was secret in composition, and if 
not, what was the quantitative statement of ingredients. The 
firm replied: 

“The Melvin & Badger Company Ruggles Cream Formulae was orig- 
inated by this Company for Dr. Ruggles of Rochester, New York and 
Dr. Charles J. White of Boston, and we do not feel disposed to furnish 
the composition to anyone.” 


Inquiry was then made of Dr. E. Wood Ruggles, who has 
kindly supplied the following information : 


“In reply to your communication to me regarding the Ruggles Cream 
I wish to state most emphatically that I have never received one penny 
of compensation from any firm engaged in making it. I presume the 
Melvin & Badger Company prefer to keep the working formula to them- 
selves as they sell a great deal of the cream, which they explain by saying 
that no other drug firm has been able to manufacture the cream as it 
should be done. Or perhaps they thought no one should have the formula 
without obtaining it directly from me. 

“I published the working formula in the Archives of Dermatology and 
Syphilology some years ago and firms in various cities make a very fair 
cream. Most of them will not take pains to have the three component 
parts at exactly the same temperature when mixing them. I take pleasure 
in enclosing the formula used by the Company in this city 
and shall be glad to have you send it to any inquiring physicians or 
pharmacists, always warning them that it is extremely difficult to manu- 
facture properly. 

“I think I should add that it would be well to write any one inquiring 
about the formula that they should only have it manufactured by an 
especially fine pharmacist and one who takes pride in his work. Other- 
wise it will be a failure.” 


The formula supplied by Dr. Ruggles is as follows: 


Gm. or Ce, 

Quince jelly 75 


“Melt the stearic acid. At the same time dissolve the potassium car- 
bonate in 320 cc. of distilled water and heat to about 170 F. on water 
bath. Bring stearic acid to the same temperature and mix them. Con- 
tinue this temperature on the water bath, with occasional stirring, until 
the reaction is perfectly complete. 

“Dissolve the powdered borax in 100 cc. of distilled water, add the 
quince jelly and heat on water bath to about 170 F. Add this mixture 
to the first, which should be at the same temperature, and again leave 
on water bath until reaction is complete. 

“Heat the glycerite of starch to the same temperature, stir in the 
powdered zine oxide with a glass stirring rod and add to the other mix- 
ture, stirring occasionally. 

“Let cool and add perfume (Oil Ylang Ylang recommended). 

“The most important essential is to employ a perfect glycerite of 
starch. Use Kinkford’s or other suitable grade of corn starch and 
U. S. P. Glycerin and make it up fresh for each batch. 

“Also essential is to have all three batches at exactly the same tem- 
perature when mixing them.” 
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POSSIBLE LEAD POISONING 

To the Editor :—May I take the liberty of asking your opinion concern- 
ing a case of suspected lead poisoning which recently came under my care. 
Briefly, the case is as follows: A man, aged 32, a Mexican, employed 
for ten years as a sprayer (using black paint said to contain no lead) 
and for the past two and one-half years as an enameler (enamel con- 
taining “‘frit’—ground glass—in which is found a certain amount of 
lead—about 27 per cent according to report), enjoyed good health and 
had never been ill or had an acute infection of any kind and his family 
and marital histories were negative. During the past two years he had 
complained of occasional headache, usually frontal, and in the last two 
weeks of his employment these headaches became so severe that he was 
obliged to quit work. In addition he complained of vertigo, blurring of 
vision, weakness, anorexia and vomiting, loss of weight and a recent 
nocturia. There was no history or stigmas of syphilis, and the Wasser- 
mann reaction was negative. On examination he was found to be in 
a state of fairly good nourishment but appeared pale (noticeable even 
with the dark skin). He was found to present most of the elements of a 
chronic nephritis with hypertension and evidence of albuminuric reti- 
nopathy, the picture of a so-called malignant hypertension, and within ten 
weeks the patient died after presenting for a week the picture of uremic 
poisoning. The blood pressure on first examination was 206 systolic, 
150 diastolic. The urine always contained much albumin and some casts, 
hyaline and granular, with occasionally a few red blood cells. The spe- 
cific gravity was usually about 1.010. The first quantitative lead deter- 
mination on the urine (taken about three weeks after the last day of 
exposure to this metal while at work) showed an excretion of 0.17 mg. to 
1,500 ce., or about 0.12 mg. per liter. After three days on a “deleading”’ 
regimen, urine was again collected for twenty-four hours and showed an 
excretion of 0.202 mg. per liter, or nearly double the former reading. 
After an interim of about six weeks on a regular diet (in which calcium 
had not been restricted) the excretion was a little more than 0.12 mg. per 
liter and this was the last such test made. No test was made of the lead 
content of the feces or blood serum. The patient presented practically 
none of the so-called classic symptoms of chronic plumbism. There was 
at first no anemia, although all subsequent blood counts disclosed a 
moderate anemia and at no time was there stippling observed. A reticulo- 
cyte count was not made. There was no “lead line” in the gums, but 
neither was there any pyorrhea or carious teeth clinically or roentgeno- 
graphically. There were at no time symptoms of colic or of marked 
constipation, and no palsies were noted. The deep reflexes were increased, 
however, and toward the close there were muscular twitchings and pro- 
tracted hiccuping. Vomiting was quite a prominent symptom throughout, 
and headache, chiefly frontal and suboccipital, was almost constant and 
frequently severe. There was complaint of some muscle pain in the 
extremities, but no evidence of muscular weakness or palsy. He had no 
convulsions and was never in deep coma, although he was semicomatose 
during the last two days. I trust that I have not omitted anything of 
great importance in this brief history of the case. 

The question that arises specifically in my mind and concerning which 
your opinion would be greatly appreciated is this: In the absence of a 
history of any acute infection, in the absence of any demonstrable foci 
of infection in teeth, tonsils, sinuses or prostate, in the absence of a 
familial history of hypertensive disease, with a history of contact with lead 
over a period of several years, with an onset of ill health dating back 
only two years but not disabling until a month or two preceding his 
gradual demise, and with the rather meager observations suggesting 
chronic plumbism; 

1. Could this be a case of chronic plumbism? 

2. Is it likely that it was chronic plumbism? 

. Is it feasible that a so-called normal person not in intimate contact 
with lead could: 

(a) Show the amount of lead excretion found in this case (0.12 
plus mg. per liter of urine) 

(b) Show an increase such as this (0.202 mg. per liter) after a few 
days on a “‘deleading” regimen? (Note: In addition to the 
restricted calcium diet, the patient was given phosphoric acid 
by mouth but vomited after nearly each dose, so ammonium 
chloride was substituted, and viosterol was also given orally.) 

4. Have you knowledge of patients who have died of chronic plumbism 
who have shown no greater amounts of lead excretion in the urine than 
this case did? 

1 shall truly be grateful to you for an expression of your opinion in 
this matter. P. K. Epmunps, M.D., Los Angeles. 


ANSWER.—The question that this communication propounds 
is essentially as follows: Can a small exposure to lead account 
for a malignant hypertension and prompt death from kidney 
insufficiency? That lead causes nephritis is often suggested in 
the literature, but the evidence for this is not satisfactory. 
There are two investigations that are suggestive. Workers 
with Blair Bell noted a small quantity of albumin and casts 
after the injection of lead intravenously. This was given for 
the treatment of cancer. This was an evidence of small kidney 
damage in spite of flooding the organism with lead. Dr. L. J. J. 
Nye published an article (M. J. Australia 2: 145 [Aug. 3] 
1929) which showed that children who had had lead poisoning 
had a high incidence of chronic nephritis. 

The patient described in the query had an excretion of lead 
slightly greater than so-called normal. This indicated that he 
had absorbed a little more lead than the normal individual, 
but without evidence in the blood or other signs it would be 
difficult to make the diagnosis of lead poisoning. One ma 
well make the diagnosis of lead absorption, but to link the 
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severe renal damage to chronic plumbism would hardly seem 
justifiable. There is no record of a patient dying of chronic 
plumbism who did not show greater amounts of lead excretion 
than this patient showed. 


PAIN IN SHIN BONES AND CIRCULATORY DIS- 
TURBANCE IN LEGS 

To the Editor:—Could you suggest a diagnosis or further studies to be 
carried out on the following case in order to establish a diagnosis? <A 
woman, aged 70 complains of “pain in the shin bones.’’ The trouble 
started about five years ago and was at first intermittent but has now 
progressed to the point where the pain is constant and at times very 
severe. It is characterized as a dull ache in both tibias, extending from 
the ankles to the knees. The pain is not related in any way to exercise 
or physical activity. The feet and toes are cold. The greatest relief is 
obtained by putting the legs in hot water. Physical examination is nega- 
tive. The sinus, teeth and mouth are normal. The heart is normal, and 
the blood pressure is 154 systolic, 74 diastolic. The lungs are clear, the 
abdomen is normal, and the liver and spleen are not enlarged. The 
reflexes are equal and hyperactive. There is a normal plantar reflex and 
a good pulse in both dorsalis pedis, and posterior tibial arteries. There 
is moderate sclerosis of the brachial arteries. The plantar arches are 
normal. Roentgenograms of the legs are negative and the arteries can- 
not be seen. The Wassermann reaction is negative. Examination of the 
blood reveals: hemoglobin, 102 per cent (Sahli); red blood cells, 
4,450,000; differential, 52 per cent; polymorphonuclear leukocytes, 39 
per cent; lymphocytes, 2 per cent; eosinophils, 3 per cent; basophils, 
4 per cent transitional. Examination of the urine is negative; basal 
metabolism is —8 per cent. The patient has a stable nervous system 
and the trouble is not imaginary. Any suggestions as to diagnosis or 
treatment will be appreciated. Please omit name. sD. New York. 


ANSWER.—The diagnosis in this case is difficult. The cold- 
ness of the feet would suggest a circulatory disturbance, but 
the fact that the arteries in the feet pulsate freely would 
probably rule out Buerger’s disease (thrombo-angiitis oblit- 
erans). The pain in the tibias would suggest a beginning 
Paget's osteitis deformans, but the roentgen evidence seems to 
be lacking. Osteosclerosis (Albers-Schoenberg), or its oppo- 
site, acute bone atrophy, can usually be determined by roentgen 
examination. 

The state of circulation in the feet should be determined by 
the rate of heat loss, the surface temperature, and the tests for 
capillary sufficiency. The sclerosis of the brachial arteries sug- 
gests a similar change in the arteries of the leg. 

Thick woolen stockings should be worn, and diathermy should 
be used on both legs. Large quantities of water should be 
drunk daily, and a low protein diet should be enforced. 


RENAL GLYCOSURIA 

To the Editor:—A white woman, aged 48, came to me complaining of 
a loss of 10 pounds (4.5 Kg.) during the three months preceding her visit, 
nervousness, fatigue and irritability. There was a history of occasional 
episodes of spastic colitis over a five year period, the last attack occurring 
in March 1935. Physical examination, including fluoroscopy and proctos- 
copy, was negative. The red blood cell count and hemoglobin were 
within normal limits. The Wassermann test was negative. The basal 
metabolic rate was plus four. The only positive finding was a two plus 
urinary sugar. The fasting blood sugar was 104 mg. per hundred 
cubic centimeters of blood. A sugar tolerance test was done and found 
to be normal, The patient has been on a diet of 150 Gm. of carbohydrate 
and 80 Gm. of fat for the past two weeks and has continued to spill from 
one plus to two plus sugar in specimens taken two hours after meals. 
The urin. y sugar is dextrose. Will you kindly advise me on the 
following: 1. Am I correct in calling this a case of renal glycosuria? 
2. What is the dietetic management of renal glycosuria? 3. What other 
conditions might be considered in a differential diagnosis? 4. What is 
the prognosis as regards the appearance of diabetes mellitus in a patient 
with renal glycosuria? Kindly omit name and address. 

M.D., New Jersey. 


Answer.—l. If the blood sugar determinations made in the 
sugar tolerance test were reliable, this case is probably one of 
renal glycosuria. 

2. Patients with true renal glycosuria are usually not bene- 
fited by dietary restrictions. They require no treatment. 

3. Other possibilities are that the reducing substance in the 
urine is something other than dextrose. Fructosuria, pento- 
suria, galactosuria, glycuronic acid and homogentisic acid should 
be considered. The identification of dextrose depends on a 
positive fermentation test and dextrorotation in the polaroscope. 
The methods for identifying other reducing substances in the 
urine can be found in the manuals of clinical diagnosis. 

4. The experience of Powelson and Wilder (Powelson, H. C., 
and Wilder, R : Innocent Glycosuria, THe JouRNAL, May 9, 
1931, p. 1562) with ‘eighty- two cases of renal glycosuria followed 
for a long period did not indicate any instance of the develop- 
The prognosis in renal glycosuria 


ment of true diabetes mellitus. 
is apparently entirely benign. 
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EX AMINATION 


MAMMARY TUMOR IN MALE 

To the Editor:—A_ married man, aged 33, weighing 170 pounds 
(77.1 Kg.), consulted me about pain in the right breast. He states that 
he first noted this about two years ago when he had gained about 30 
pounds (13.6 Kg.), and since then when somebody accidentally touches 
him, or if he brushes against something, he notices the pain. Otherwise 
the pain is not noticeable. The past history is essentially negative; he 
states that his breasts were always larger than other boys’, and _ this 
was called to his attention on numerous occasions, Both parents are 
living and well; he has two sisters and a brother, apparently healthy. A 
thorough physical examination, including urinalysis and blood exam- 
ination, was negative, with the exception of the right breast, which 
revealed a well padded male mamma, slightly larger than the left; it is 
freely movable with no retraction of the nipple and no enlargement of 
the axillary nodes. Pressure on the nipple causes a pain, but not else- 
where. There is palpable beneath the nipple in the substance of the 
breast a firm, circular area of induration; however, a similar but smaller 
induration, nonpainful, can be palpated in the left breast. Local anodyne 
applications are of no avail. He is getting worried for fear the pain is 
due to a malignant condition. Your suggestions as to the probable cause 
and treatment would be greatly appreciated. Kindly omit name. 

M.D., Illinois. 


ANswer.—The first thing is to ascertain whether there is 
not a tumor of the testicle. Teratoma in this region may cause 
enlargement of the breast. If not, an exploratory operation 
should be done, for while it is probable that only a fibro- 
adenoma is present—the youth of the patient being strongly in 
favor of a benign hyperplasia—the mortality from carcinoma 
of the male breast is so high that no mammary tumor which 
persists more than a few weeks should remain without 
investigation. 


RENAL COLIC AND INFECTION 

To the Editor:—A white man, aged 30, had an attack of renal colic 
in August 1933. He passed several stones subsequently, after which 
cystoscopy was done. At this time the pelves were not dilated, and 
kidney function was excellent. The renal function and general health 
remained excellent until April 1935, at which time the patient suffered 
a single attack of colic. At this time a flat plate revealed two stones in 
the course of the right ureter. To date the patient has been comfortable 
and has passed no stone. What is the advisability and advantage of hav- 
ing cystoscopy done again in this case? Please omit name and address. 


M.D., New Jersey. 


Answer.—In view of the fact that this patient has no symp- 
toms, a policy of watchful waiting is justified as long as the 
urine remains free from infection. 

If, however, the patient again has an attack of renal colic, 
the urine shows infection, and a repeated roentgen examination 
shows no movement of the stones, or if the pyelograms show 
dilatation with perhaps suspension of function in the kidney, 
it is advisable to pass the cystoscope again, dilate the ureter 
with bougies and inject sterile oil into the ureter to aid in 
moving the stones down the ureter. 


TRAUMA AND EPIDIDYMITIS 

To the Editor :—In Queries and Minor Notes in THe JourNnat, May 
4, page 1659, I note your answer to the questioner from Pennsylvania. 
“Trauma may be an exciting cause of an acute attack of nongonorrheal 
epididymitis in a person who gives no history of a gonorrheal infection.” 
Would it not be well to state this answer so as to rule out “‘strain’’? 
I can conceive of a direct trauma being able to cause a localization or 
recrudescence of a latent disease, but so frequently “‘lifting’’ is given 
as a traumatic etiology that I think it well to be specific. See article 
by Miley B. Wesson in Tue Journat, Dec. 15, 1928, page 1857. 

C. F. N. Scuram, M.D., Kingsport, Tenn. 


ANSWER.—The question of strain, such as straining at stool 
or heavy lifting, does play a part as an exciting cause in acute 
epididymitis, whether gonorrheal or nongonorrheal. This was 
included in the term “trauma.’ 


BURNING PAIN AND BLOOD CIRCULATION IN MOUTH 


To the Editor:—Can you tell me the cause and remedy for burning in 
the mouth and throat which is relieved by removing false teeth? Both 
of my patients with this condition are rather nervous types. One has 
even had a gold plate made, but to no effect. The reaction of the saliva 
to litmus is alkaline. Urine examinations are negative. No blood work 


has been done. The sets of teeth of the two patients were made by 
different dentists. Both sets apparently fit well, and one patient has had 
three sets. Please omit name and address. 


M.D., Pennsylvania. 


Answer.—Almost without exception, this burning is caused 
by an impaired blood supply, due to the pressure of the den- 
tures over the anterior and posterior palatine foramina. Relief 
should be made in the impressions before the dentures are 
made. It might be possible to relieve these areas on the den- 


tures that the patients are now wearing, but ordinarily it is 
difficult to make sufficient relief to eliminate the burning. 


AND LICENSURE 


1629 


Medical Examinations and Licensure 


COMING EXAMINATIONS 


AMERICAN Board oF AND Sypuitotocy: Written 
examination for Group B applicants will be held in —— cities 
throughout the country, March 14. Oral examination for Group A and 


B applicants will be held in Kansas City, Mo. 
or written examination should be filed with the a before Jan. 15. 
ec., Dr. C. Guy Lane, 416 Marlboro St., Bos 
AMERICAN BoaRp OF OBSTETRICS AND Locy: Written 

nation and review of case histories of Group B applicants will be he 

in various cities of the United States and Canada, Dec. 7. Sec., Dr. Pa i 

Titus, 1015 Highland Bldg., Pittsburgh (6) 


» May 11-12. Applications 


AMERICAN BOARD OF OpxHTHALMOLOGY: St. Louis, Nov. 18. Asst. 
Sec., Dr. Thomas D. Allen, 122 S. Michigan Ave., Chicago. 
AMERICAN BoOarD OF ORTHOPAEDIC Surcery: St. Louis, Jan. Sec., 


Dr. Fremont A. Chandler, 180 N. Michigan Ave., Chicago. 

AMERICAN Boarp oF OTOLARYNGOLOGY: Kansas City, Mo., May 9. 
ae Dr. W Wherry, 1500 Medical Arts Bldg., Omaha. 

AMERICAN Boarp oF Pepiatrics: St. Louis, Nov. 20. Sec., Dr. C. A. 

Aldrich, 723 Elm St., Winnetka, III. 

AMERICAN Boarp oF PsycHIATRY AND NeEvROLOGY: New York, Dec. 
30. Sec., Dr. Walter Freeman, 1726 Eye St., N. W., Washington, 'D. C. 

AMERICAN Boarp oF RADIOLocy: Detroit, Dec. 1-2. Sec., Dr. Byrl 
R. Kirklin, Mayo Clinic, ggg age 

Arizona: Basic Science. Tuc Dec. 17. Sec., Dr. Robert L. 
Nugent, Science Hall, University a "Asioomn, Tucson. 

Cavirornia: Reciprocity. Los Angeles, Dec. 4. Sec., Dr. Charles B. 
Pinkham, 420 State Office Bldg., Sacramento. 

Connecticut: Endorsement. ~ 1 gla Nov. 26. Sec., Dr. Thomas 
P. Murdock, 147 W. Main St., Merid 


Kansas: Topeka, Dec. 10-11. Sec., ‘i d of Medical Registration and 
—— Dr. C. H. Ewing, 609 Broadway, Larned. 
Kentucky: Louisville, Dec. 3. Department of Health, Dr. A. T. 


McCormack, Ww. n St., Louisville. 

MARYLA Med | (Re ular). Baltimore, Dec. 10- Sec., 
T. "Mara, 1211 “Cathe ral St., Baltimore. Medical (Homeopathic) 
altimore, Dec. 10-11. Sec., Dr. "John A. Evans, 612 W. 40th St., 


Baltimore. 
Lincoln, Nov. 19-20. Dir., 


NEBRASKA: Bureau of Examining Boards, 
State House, Lincoln 


Mrs. Clark Perkins, 


ORTH CAROLINA: Endorsement. Raleigh, Dec. 9. Sec., Dr. Ben J. 
Lawrence, 503 Professional Bldg., Raleigh. 
Ono: Columbus, Dec. 3-5. Sec., State Medical Board, Dr. H. M. 


Platter, 21 W. Broad St., Columbus. 


OKLAHOMA: Oklahoma City, Dec. 11. Sec., Dr. James D. Osborn Jr., 
Frederick. 


Texas: Houston, Nov. 18-20. Sec., Dr. T. J. Crowe, 918 Mercantile 
Building, Dallas. 

VirGiniaA: Richmond, Dec. 11-13. Sec., Dr. J. W. Preston, 28% 
Franklin Rd., Roanoke. 

WISCONSIN: Basic Science. Milwaukee, Dec. 21. Sec., Prof. Robert N. 
Bauer, 3414 W. Wisconsin Ave., Milwaukee. 

California July Examination at San Francisco 

Dr. Charles B. Pinkham, secretary, Board of Medical Exam- 
iners, reports the written examination held at San Francisco, 
July 9-11, 1935. The examination covered 9 subjects and 
included 90 questions. An average of 75 per cent was required 
to pass. One hundred and twenty-eight candidates were exam- 


ined, 125 of whom passed and 3 failed. The following schools 
were represented : 


Year Per 
School PASSED Grad. Cent 
82.6, 82.9, 84.9, 89.1 
Stanford Se of (1934) 81.3, 
(1935) 77.9, 80.9, 82.2, 82.3, 82.7, 82.8, 83, 83.1, 83.7, 
84, 84.8, 84.8, 85, 85. 3, 85.6, 85.6, 85.6, 85.7, 85.8, 
86.2, 86.4, 86.4, 86.8, 87.1, 87.3, 88.1, 88.2, 88.6, 88.9, 
91.7, 92.1, 92 3 
University of California Medical School.............. (1935) 80.9, 
4.6, 85, 85, 85.3, , 85.7, 85.7, 85.9, 86.1, 86.2, 
86.4, 86.6, 87, 87.2, 87.2, 87.2, 87.7, 87.7, 87 8, 87.9, 
88, 88.1, 88.2, 88.7, 88.8, 88.9, 89.4, 3% © ‘wv 
90.1, 90:2, 90.3, 90.6, 90.6 90.8, 90.8, 91.4, 91.9, 93. 
University of Southern’ California’ School of Medicine. (1935) 81.2, 
82.3, 82. 
George University School of Medicine... . (1933) 79, 
(1934) 80.2, 83.2 
Loyola University School of Medicine...............4. (1935) 78.8 
Northwestern University Medical School.............. (1931) 87.4, 
(1934) 84.1, 86.3, ne 84.4, 86.2 
University of Illinois Coilege (1935) 86.7 
Indiana University School of Medicine............... (1934) 84.6 
State University of lowa College of 933) 82.6 
Tulane University of Louisiana School of Medicine’ .. (1934) 86.1 
en Hopkins University School of Medicine......... 929) 88.4 
niversity of Maryland ae of Medicine ond College 
of Physicians and Surgeons.................000005 (1934) 78.7, 87.4 
Harvard University Medical (1933) 4 
pancerety of Minnesota Medical School.............. (1935) 83.1, 85.7 
St. Louis University School of Medicine.............. (1934) 85.9 
Washington hr | School of Medicine........... (1935) 79.1, 85.7 
University of Ore © Medic eee (1934) 81.8, 85.4 
efferson Medical “ollege of eee . (1933) 82.6, hired 87.4 
aylor University College of Medicine................ 80.6 
University of Wisconsin Medical School (1933) 
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ueen’s University Faculty of pd (1922) 85.9 
cGill University Faculty of Medicine............... (1934) 85.1 

sche Universitat Medizinische Fakultat, . 

Universitit Heidelberg Medizinische Fakultat.......... 79.3* 

Universitat Leipzig Medizinische Fakultat......... (1926) 83.3 

University of Tomsk Faculty of Medicine, Russia...... (1913) 83.7 

Year Per 
School PASLES rad Cent 

University of California Medical Department.......... f 904) 56.4 
orthwestern University Medical School.............. 1935) 73.2 

Universidad Central de Espafia Facultad de Medicina, 


* Verification of graduation in process. 


California July Examination at Los Angeles 

Dr. Charles B. Pinkham, secretary, Board of Medical Exam- 
iners, reports the written examination held at Los Angeles, 
July 23-25, 1935. The examination covered 9 subjects and 
included 90 questions. An average of 75 per cent was required 
to pass. One hundred and six applicants were examined, 97 
of whom passed and 9 failed. The following schools were 
represented : 

Passe 
College of Medical Evangelists.............0seeeeeeee (1934) 77.1, 84.6, 


(1935) 75.3, a 77.8, 78, 78.2, 78.4, 79.1, 79.3, 81.1, 
82.1, 82.2, 83.1, 83.1, 83.3, 83.6, ‘2. Bho, 84.7, 84.8, 


85.3, 85.3 85.7, 86.2, 86.7, 86.9, 

Stanford School of (1935) 78.3, 
University of Calitorni Medical Schoo (1935) 87, 88.7 
niversity of California 88. 
of yer California School of 75.8, 

78.1, 78.1, 79.4, 79.8 81, 81.8, 81.8 82.1, 

83.4, 83.8, 84, 84.2, 84.3, "84.7, 84.9, 85, 85, 86.9, 89.1, 

89.8 
University of Colorado School of Medicine............ (1911) 75.8 
Loyola University School of Medicine................. 77 
Medical School . .. (1929) 76, 85.3 
Rush Medical Colleme. 75.9, 

78.4, (1935) 76.7, "32.2, 83.9, 86, 86. 
School of Medicine of the Division - the Biological 

of Illinois College of (1927) 82.4, 

(1935) 79, 80.9, 82,* 82.3, 83, 85.1, 86.2, 87.1 
Indiana University School of Medicin peredesseeadewnl (1934) 80.6 
State University of Iowa College of Medicine 5 aaa (1931) 80.6 
University of Louisville School of Medicine........... (1934) 82.3 
University of Maryland aenese of Medicine and College 

Wayne University College of “Riedie 935 85.4 
Creighton University School of Medicine ceeseentobews (1934) 78.2, 84.3 
University of Nebraska College of Medicine........... (1933) 78.3 
University of Oklahoma School of Medicine........... (1934) 81.8 
University of Pennsylvania School of (1934) 82.4 

foman’s Medical College of Pennsylvania............ (1934 81.4 
McGill University Faculty of Medicine. . (1954) 82.7, (1935) 80.2 
Fri Wilhelms- Universitat Medizinische F 

Schlesische-Friedrich- Wilhelms-Universitat Medizinische 

College of Medical Evangelists.................. 1935) 74.9, 76. 
University of Southern California School of Medicine.. ‘ae 5) 
American Medical Missionary College, Chicago......... (1902) 60° 
Detroit College of Medicin 1933) 68.3 
Regia Universita oa Studi di eases. Facolta di 

Regia va “sesh “Studi di Roma. Facolta di Medi- 


* License withheld pending completion of application. 
t Verification of graduation in process 
¢ Fell below 60 per cent in two subjects. 


Iowa June Examination 

Mr. H. W. Grefe, director, Division of Licensure and Regis- 
tration, reports the written examination held by the Iowa State 
Board of Medical Examiners in Iowa City, June 4-6, 1935. 
The examination covered 8 subjects and included 100 questions. 
An average of 75 per cent was required to pass. Seventy-four 
candidates were examined, 73 of whom passed and 1 failed. 
The following schools were represented: 


Year -Per 
School Grad. Cent 
Northwestern University Medical School............. (1935) 83.5, 86.8 
University of Illinois College of Medicine............. (1935) 86.8 
State University of lowa College of (1935) 
79.9,* 80.5,* 80.6,* 80.8,t 81.4,* 81. 81.8," 82.5,* 
82.5," 82.9,* 82.9,t 83.1,* 83.3," 8 83.4,* 83.5," 83.8,* 
83.9,* 84.1,* 84.6,* 84. 6.* 84.6," 84.9," 84.9,* 84.9,* 


85.1,* 85.1," 85.1," 85.3," 85.4,* 85.5," 85.6," 85.6,* 
85.9,* 86.1," 86.5,” 86.5,* 86.6,* 86.6,* 86.6,* 86.8,* 


87.3,* 87. 6,° 87.8,* 87. iy 88.1,* 88.3,* 88. 4, - 88.4," 
88.9,* 89.3 89.5," 89.6 89.8,* 90.6,* 92.8,* 95* 
University Louisville School of Medicine. . (1934) 80.1 


our. A. M. A. 

NOTICES ; Nov. 16, 1935 
Creighton University School of Medicine.............. (1934) 81.8 
University of Nebraska College of Medicine.:......... (1933) 86.1 
University of Rochester School of Medicine........... (1934) 87.3 
Schoo FAILED 
State ae of Iowa College of Medicine.......... (1994) 58.8 


Nine physicians were licensed by reciprocity and 1 physician 
was licensed by endorsement from July 1 through August 7. 
The following schools were represented : 


School LICENSED BY RECIPROCITY 
Rush Medical College.............. (1932) Missouri, (1933) Michigan 
University of Illinois College of Medicine.......... (1934) Illinois 
Creighton University School of Medicine.......... (1934,2) Nebraska 
— A. Creighton Medical College.................. (1920) Nebraska 
University of Nebraska College of (1934) Nebraska 
Vanderbilt University School of Medicine............ 932) Tennessee 
Albert - Ludwigs - Universitat Medizinische Fakultat, 

es Year Endorsement 

School CENSED BY ENDORSEMENT Gr of 
McGill University Faculty of Medicine............. (1928)N. B. M. Ex. 


* License withheld pending completion of internship. 
t This applicant has completed the medical course ane will receive his 
M.D. degree in June 1936. License has not been issu 


Book Notices 


Modern Home Medical Adviser: Your Health and How to Preserve It. 
Edited by Morris Fishbein, M.D. Fabrikoid. Price, $9.50. Pp. 905, with 
140 illustrations. New York: Doubleday, Doran & Company, Inc., 1935. 

The idea of a family health book is not new. For fifty years 
such volumes have decorated the library tables and sitting room 
tables in many homes along with the family Bible. However, 
the home medical adviser of the past was full of scientific and 
hardly understandable diagrams of the human interior. It con- 


_ tained innumerable peculiar prescriptions which represented the 


superstitions of the past. It was usually written by a compiler 
who based his discussions on similar books that had gone before. 

The present volume in no way resembles these earlier tomes. 
It represents the assembled views of men whose names have 
been associated with progress in the fields they discuss. Their 
contributions have been rewritten and reedited in many instances 
to make statements easily understandable by any fairly intelli- 
gent reader. 

The book opens with a chapter on the choice of a physician, 
indicating the types of medical colleges, the importance of state 
licensure, the significance of membership in medical organiza- 
tions and the development of the specialties. There follow 
chapters on the family medicine chest and first aid, and on the 
hygiene of women by Dr. Fishbein. The section on sex hygiene 
has been prepared by Dr. Thurman B. Rice, whose name is 
associated with the development of a similar highly successful 
series in Hygeia. Dr. J. P. Greenhill presents a chapter on 
the care of the mother before and after childbirth, and this is 
logically followed by a chapter on the care and feeding of the 
child and infant hygiene by Philip P. Jeans of the University 
of Iowa and Frederick F. Tisdall of the University of Toronto. 
The general prevention of infectious disease and the considera- 
tions of the individual infectious diseases, again by Morris 
Fishbein, occupy more than 100 pages. Next come discussions 
of the diseases of the heart and circulation by N. C. Gilbert 
and of digestion and digestive diseases by Drs. Portis. Then 
the book proceeds through “The Kidney: Its Diseases and 
Disturbances,” by Philip S. Hench; “The Blood and Its Dis- 
eases,” by Raphael Isaacs; “Deficiency Diseases,” by Russell 
M. Wilder and D. L. Wilbur, and “Allergy,” by W. W. Duke. 
The glands are discussed by Drs. Walter Timme and Oliver 
P. Kimball, and Dr. E. P. Joslin has contributed a notable 
hundred pages on diabetes. Dr. Wingate M. Johnson discusses 
blood pressure, both high and low, and cancer is discussed by 
Dr. Francis Carter Wood. The hazards of industry are dis- 
cussed by Dr. C. P. McCord. The care of the skin and hair 
and nails is fully outlined by Dr. Arthur W. Stillians of North- 
western University Medical School. Then come sections on 
the subjects of diet, posture, the care of the feet, nervous and 
mental disturbances, and the care of the aged. These chap- 
ters are in turn written by Solomon Strouse, Tait McKenzie, 
Philip Lewin, Geerge K. Pratt and Morris Fishbein. 
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The book is extensively illustrated with colored plates and 
with 136 photographs and outline drawings. Many of these 
drawings are of the outline humorous type so successful in 
Hygeia. The volume is beautifully printed with a wide column 
and a large page. The index, which itself occupies almost sixty 
pages, permits the user of the volume to find readily any topic 
that may concern him. 

In the preparation of this book, self medication, except for 
the slightest ailments such as are now regularly treated by 
every one in his own home, is completely avoided. Indeed, the 
dangers of self medication are emphasized throughout the book. 
However, the intelligent reader will gain a knowledge of how 
to prevent disease, of how to choose scientific medical treatment, 
and of how to follow intelligently his physician's instructions, 
thereby shortening the process of disease and particularly 
relieving the mind from the worry inevitably associated with 
unanswered questions. 


Reports on Chronic Rheumatic Diseases: Being the Annual Report of 
the British Committee on Chronic Rheumatic Diseases Appointed by 
The Royal College of Physicians. Number One, edited by C. W. Buckley, 
M.D., F.R.C.P. Cloth, Price, 12s. 6d. Pp. 159, with 8 illustrations. 
London: H. K. Lewis & Co., Ltd., 1935. 

The stated object of the British committee in publishing this 
report is to bring to the notice of those interested in chronic 
rheumatism recent research work from the clinic and laboratory. 
By way of introduction, Copeman, the secretary of the com- 
mittee, reviews the origin and work of the British committee, 
and Fisher discusses the merits of the classification of “rheu- 
matic diseases” adopted by the committee and the reasons there- 
for, with a review of the pathologic changes seen in the more 
common types of chronic arthritis. The remainder of the book 
comprises eleven articles on various phases of the subject. 
Some of these articles are listed as “original” and express the 
author’s ideas on certain subjects without reference to the litera- 
ture. Others are essays on particular subjects, with brief 
reviews of new and old literature. A few confine themselves 
to a review of current literature on a given subject. Appended 
is a list of titles and references to about 300 articles relating 
to chronic rheumatism, which appeared in American, British 
and continental European literature between April 1934 and 
March 1935. 

The most valuable parts of the report, which are well worth 
the price of the volume, are the article by Freeman, on the 
present position of allergy and hypersensitiveness in chronic 
rheumatism and arthritis, and that by Race on biochemical 
investigations in chronic rheumatic diseases. In any considera- 
tion of two such poorly defined states as “allergy” and “rheu- 
matism” Freeman insists we must “pick our way humbly 
and warily yet with courage.” The author has done just that 
and has faced the situation frankly. Freeman's paper should 
be required introductory reading for any one daring glibly or 
critically to unite the terms “allergy” and “rheumatism.” In 
Race’s excellent paper are discussed the significance of altera- 
tions in the sedimentation rate of erythrocytes, in blood pro- 
teins, in pigments, in compounds of sulphur, in serum calcium 
and in serum magnesium, studies on blood groups and remarks 
on the chemistry of urine and synovial fluid and on estimations 
of the metabolic rate in rheumatic diseases. Suggestions are 
made for future chemical investigations, particularly on blood 
proteins. Miller reports preliminary observations indicating 
that some degree of hepatic impairment, as shown by tests of 
hepatic function, is present in about a third of the cases of 
rheumatoid arthritis, osteo-arthritis, fibrositis, sciatica and 
gouty arthritis. The role of focal sepsis is briefly considered by 
Willcox. Buckley reviews the nervous manifestations of ver- 
tebral rheumatism and current ideas on the cause and treatment 
of ankylosing spondylitis. The possible relationship of tuber- 
culous infections to Still’s disease and rheumatoid arthritis, 
arguments on the acceptance of “tuberculous rheumatism” as 
an entity, the influence of the thyroid and parathyroid glands, 
and the supposed rationale of their removal from rheumatic 
patients, the use of histamine in the treatment of myalgia and 
chronic rheumatism, and trends of research in this field during 
1934 are additional subjects discussed (sometimes too briefly) 
by Moncrieff, Copeman, Fisher, Bach and Oriel. 

The report is a helpful compilation of facts and ideas and is 
one with which students of the subject should become familiar. 
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It will serve as a useful supplement to the formal “statement of 
opinion” concerning the basic ideas of rheumatic diseases given 
by the Arthritis Committee of the British Medical Association 
and published in the British Medical Journal, June 17, 1933, 
page 1041. The report of the British Committee on Chronic 
Rheumatic Diseases must face the criticism, however, that as a 
review of current literature (admittedly) it is not complete 
even in its presentation of recent British researches, and its 
comments on those studies which are discussed in some detail 
are not sufficiently critical. To some the publication of such a 
report in book form may make it more available than if it was 
published in a national journal of fairly wide circulation and 
purchasable in reprint form later (as was, for example, the 
recent first “Rheumatism Review” of American and English 
literature published for the American Committee for the Study 
and Control of Rheumatic Diseases in the Annals of Internal 
Medicine this spring). Others may believe the latter method 
preferable in making the report, in the long run, more widely 
available and incidentally less expensive for the reader. It is 
to be hoped that, however presented, future reports will be 
forthcoming. They should be of decided value to every one 
concerned in the care of the innumerable victims of these 
diseases. 


Healthful Living. By Harold S. Diehl, M.D., Professor of Preventive 
Medicine and Public Health, the University of Minnesota. With an intro- 
duction by Morris Fishbein, M.D., Editor, Journal of the American Medical 
Association. Cloth. Price, $2.50. Pp. 354. New York & London: 
Whittlesey House, McGraw-Hill Book Company, Inc., 1935. 

As the first volume in a new series to be called the Whittlesey 
House Health Series, under the editorship of Dr. Morris 
Fishbein, the McGraw-Hill Company presents a book by Dr. 
Harold S. Diehl. Dr. Diehl has been for some time associated 
with the care of student health at the University of Minnesota 
and has also been secretary of the American Student Health 
Association. He has thus an excellent background for the 
development of a book of this type and he adds to this a power 
of clear and concise expression which is unusual among medical 
writers. After a discussion of the possibilities for improving 
health and lengthening life, he discusses mental health and the 
normal sex life; then he answers the usual questions relative 
to tea, coffee, tobacco and alcohol, exercise, fatigue, rest, fresh 
air and diet. These considerations occupy ten chapters. There 
follow chapters on specific disease prevention, the common cold, 
the care of the eyes, ears, nose, throat and teeth, a consideration 
of the glands, the care of the aged, and finally a chapter on the 
choice of a physician. These excellent discussions are supple- 
mented by a well chosen bibliography and an adequate index. 
The book is reasonably priced, well printed, beautifully bound, 
and an excellent item for recommendation by any physician to 
a patient who wants a book on personal hygiene. 


Trattato di anestesia: Narcosi—anestesie locali, regionali, spinali. Da 
A. M. Dogliotti, docente di patologia chirurgica nelle R. Universita di 
Torino. Prefazione del Prof. Ottorino Uffreduzzi. Cloth. Price, 75 lire. 
Pp. 552, with 253 illustrations, Turin: Unione Tipografico-Editrice 
Torinese, 1935. 


The preface is written by Professor Uffreduzzi. In the first 
chapter there is a historical sketch concerning general and other 
anesthetics. In succeeding chapters the author covers the 
physiology and pathology that it is well for the anesthetist to 
consider in his work and also the various factors that bear on 
the production of anesthesia from all points of view. He 
describes the various signs and stages of anesthesia in a novel 
manner. He discusses regional anesthesia and the various 
types of injections, emphasizes respiratory difficulties attendant 
on these methods, and shows how artificial respiration should 
be carried out. He discusses postoperative pulmonary complica- 
tions and the use of carbon dioxide and oxygen in their preven- 
tion and treatment, and various other complications. He shows 
most of the types of apparatus for administration of general 
anesthetics that are used throughout the world. He discusses 
ether, chloroform, ethyl chloride, vinethene and nitrous oxide 
and presents charts showing signs of anesthesia with chloro- 
form, nitrous oxide and ethylene. He takes up cyclopropane, 
acetylene, tribrom-ethanol and intravenous anesthesia, especially 
with n-methyl-cyclohexenylmethylmalonylurea sodium. He also 
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discusses preliminary medication and basal anesthesia. He 
elaborates his own method of peridural anesthesia and discusses 
in great detail spinal anesthesia and the different methods of 
its production. For all those who read Italian, this is a valuable 
book. 


Asylum. By William Seabrook. Cloth. Price, $2. 
York: Harcourt, Brace & Company, 1935. 

The name of this author is widely known because of his con- 
tributions to anthropology, ethnology and travel. Some time 
ago, feeling himself under the influence of alcoholic addiction, 
he voluntarily entered an institution for the mentally defective 
and submitted himself to retention, during which time he over- 
came completely the craving for alcoholic liquors and obtained 
an insight into modern methods of caring for the mentally sick. 
His book reads like a novel but is accurate and should be of 
great value in carrying to people generally a better idea of 
modern methods and a better understanding of those who suffer 
with mental diseases, Although published but a short time ago, 
the book has already passed through several editions and is 
listed among nonfiction best sellers. Every physician will find 
it a welcome addition to his correlated reading in medical 
work. There are occasional passages of a “blue” character, 
which may interfere with a general recommendation of the book 
to younger readers. 


Pp. 263. New 


The Ordinary Difficulties of Everyd 
Oliver. Cloth. Price, $2.75. 
Knopf, 1935. 

Dr. Oliver is a combination of priest, physician, novelist and 
scholar. His writings have attracted more than ordinary atten- 
tion in their special field. The present book is a series of 
philosophical comments on babies and children, poets and drama- 
tists, school and the home. The author discusses youth, social 
ambitions, medical schools and a great many of the other aspects 
of modern life. There are chapters on compensations, on mar- 
riage, on the dangerous age and on old age. To all his com- 
ments the author brings a ripe wisdom and a wide experience 
of human life seen in the various capacities in which he has 
lived and worked. It is a book that repays careful reading and 
is sure to benefit many a troubled mind. 


ay People. By John Rathbone 
Pp. 296. New York & London: Alfred A. 


Around a World on Fire: Exploits and Escapes of an Austrian World 
War Surgeon. By Karl E. Kassowitz. Cloth. Price, $2. Pp. 198, with 
illustrations by Hans V. Schrétter. Milwaukee: The Author (Gutenberg 
Publ. Co.), 1935. 

The experiences of physicians during the World War were 
probably as extraordinary and varied as those of any other 
group. The author of this volume, who is now a physician in 
Milwaukee, served as a front line surgeon with the Austrian 
army. After being captured, he did some work in Russia, going 
eventually to a prison camp in Siberia. With another physi- 
cian he escaped in Chinese disguise and traveled across China, 
finally reaching Peiping. From there he came to the United 
States and from there he traveled back to Austria. He has a 
flare for what is dramatic and he tells his story with literary 
simplicity. Some extraordinary drawings have been contributed 
by Hans V. Schrotter. 


The Stomach and Duodenum. By George B. Eusterman, M.D., F.A.C.P., 
Head of Section in Division of Medicine, The Mayo Clinic, and Donald C. 
Balfour, M.B., M.D., LL.D., Head of Section in Division of Surgery, The 
Mayo Clinic, and Members of the Staff, The Mayo Clinic and the Mayo 
Foundation for Medical Education and Research, Cloth. Price, $10. 
Pp. 958, with 436 illustrations. Philadelphia & London: W. B. Saunders 
Company, 1935. 

This splendid book covers all phases of diseases of the stom- 
ach and duodenum in a complete manner. Not only have 
Eusterman and Balfour stated the medical and surgical sides 
especially well but their colleagues at the Mayo Clinic have 
contributed a number of complete and up-to-date chapters on 
the physiology, pathology and roentgenology of this most impor- 
tant part of the gastro-intestinal tract. The newest methods 
and tests both for diagnosis and for treatment are clearly 
stated. A good bibliography is given with each chapter. The 
book contains much authoritative information and it is well 
balanced and concise. There are a large number of illustra- 


tions, which are unusually well done. 

This book should serve not only as a textbook for the student 
and the general practitioner but also as a reference book for 
the internist and the surgeon. 


our. A. M. A. 
NOTICES J Nov. 16, 1935 
Celsus: De Medicina. Volume 1. With an English translation by 


W. G. Spencer, M.S., F.R.C. In two volumes. Cloth, Price, $2.50 
Pp. 499. Cambridge, ‘Massachusetts : Harvard University Press, London: 
William Heinemann, Ltd., 

It is well to have in one a the fine translations made avail- 
able by the Loeb Classical Library this excellent translation of 
the contribution of Celsus. A brief introductory note outlines 
the most valuable features of the work and discusses the much 
debated question as to whether or not Celsus was a physician 
or merely a translator of an old Greek work on medicine. The 
conclusion of Dr. W. H. S. Jones, who writes the introduction, 
is to the effect that Celsus must certainly have had considerable 
medical experience. For all purposes that would have made him 
a doctor in early Rome. 


Réactions labyrinthiques et équilibre lataxie labyrinthique. Par G. G. 
J. Rademaker, professeur A l’Gniversité de Leyden. Préface du Professeur 
Georges Guillain. Paper. Price, 80 francs. Pp. 262, with 124 illustra- 
tions. Paris: Masson & Cie, 1935. 

After a preface by Georges Guillain and some introductory 
remarks by the author, in which some of the historical aspects 
of labyrinthine reactions are discussed, Rademaker devotes 
his first chapter to the reactions produced by movements 
in a rectilinear plane. This is followed by a chapter on 
the various methods and types of labyrinthine stimulation in 
animals and man. The illustrations, which are numerous and 
illuminating, include photographs of movie films showing the 
body movements of experiments with animals, during falling 
and turning. The work is supplemented by a complete bibliog- 
raphy. The text is most readable, the subject is presented in 
a well organized and clear manner, and the work as a whole 
is a valuable addition to the literature on labyrinthine reactions. 
From both a scientific and a practical standpoint it should 
prove of great value to all otologists and to all others who 
are interested in the important investigation of the vestibular 
mechanism and knowledge concerning it. 


Berattelse fran styrelsen fir cancerféreningen i Stockholm iver 
verksamhetsaret 1934. Index of Papers Published at the Radiumhemmet 
1909-1934. Report on Cases Treated at the Radiumhemmet 1921-1934. 
Paper. Pp. 94. Stockholm: K. L. Beckmans Boktryckeri, 1935. 

This report is divided into three parts. The first part, 
which is in Swedish, covers the activities of the cancer society 
in Stockholm in 1934. The second part lists the papers pub- 
lished by Radiumhemmet in the years 1909 to 1934. The third 
part gives a tabular summary of the cases treated at Radium- 
hemmet from 1921 to 1934. The report will interest all who 
are concerned actively with the control and treatment of cancer. 


The Story of Medicine in the Middle Ages. By David Riesman, M.D., 
Sc.D., Professor of the History of Medicine, University of Pennsylvania. 
Cloth. Price, $5. Pp. 402, with 80 illustrations. New York: Paul 
B. Hoeber, Inc., 1935. 

This volume traces the rise of medicine and surgery from the 
time of the school of Salerno through the period of Paracelsus. 
Special chapters concern the development of the great univer- 
sities, the work of the Arabian and the Jewish physicians, the 
rise of surgery, the great plagues and manias, the origins of 
syphilis, the textbooks of the period, and the hospitals. The 
volume concludes with a discussion of the public’s attitude 
toward medicine of that period. The book is handsomely printed 
and well illustrated. It presents a selection from the vast 
amount of material now available of those facts and factors 
which should be of greatest interest to the physician of today 
and also provides the philosophical comments of the author, 
which are never without interest. 


Clinical Atlas of Blood Diseases. By A. Piney, M.D., M.R.C.P., 
Assistant Physician, St. Mary’s Hospital for Women and Children, Lon- 


don, and Stanley Wyard, M.D., M.R.C.P., Physician, The Cancer 
Hospital, London. Third edition. Cloth. Price, $4. Pp. 110, with 
38 illustrations. Philadelphia: P. Blakiston’s Son & Co., Inc., 1935. 


The classification of blood as well as of various types is 
becoming constantly more and more complex and difficult. Few 
physicians can keep abreast of the new discoveries in relation- 
ship to the types of blood as well as the variations that occur 
in blood diseases. This atlas provides a series of excellent 
illustrations, which will serve for use on the laboratory table 
beside the microscope. 
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Birth Control: Sale of Contraceptives Regulated.—A 
Wisconsin statute limits to pharmacists and physicians the 
right to sell drugs, medicines, mixtures, preparations, instru- 
ments, and articles and devices, used or intended to be used 
to procure miscarriages or to prevent pregnancy. Such articles 
may be sold or disposed of only to married persons. To pre- 
vent the evasion of this statute, it forbids the manufacture, 
purchase, rental, possession or control of any slot machine or 
other means designed and constructed so as to contain such 
articles and to release them on the deposit of a coin or other 
thing of value. Wis. Stats., 1933, section 351.235. 

The defendant, the proprietor of an oil station, permitted a 
vending machine to be placed in the men’s wash-room on his 
premises, adapted for the vending of the forbidden articles or 
of some of them, although susceptible of use for vending lawful 
merchandise. The machine bore signs reading “Sold only for 
the prevention of disease” and “Minors are prohibited to oper- 
ate this machine.” Representatives of the police department 
deposited 10 cents in the machine and it delivered an article 
commonly used for contraceptive purposes. The defendant was 
convicted in the district court and in due process the case came 
before the Supreme Court of Wisconsin. The defendant con- 
tended that the act was so vague and indefinite as to be uncon- 
stitutional. Many articles with innocent and lawful uses were 
covered by it—for instance, many drugs, medicines, instruments 
and devices—simply because they were susceptible of use to 
prevent conception or to produce abortion. The act, the defen- 
dant contended, could not be read by those affected by it with 
any fair chance of arriving at its precise meaning. 

The act is not drafted with the precision that is desirable, 
said the Supreme Court, but the court must give effect to its 
intent, when that is clear, rather than to its letter. Its intent 
is to be gathered from the whole statute and not from words 
and phrases separated from their contexts. The act covers 
only drugs, medicines, mixtures, preparations, instruments, 
articles and devices that are “used or intended or represented 
to be used” to procure a miscarriage or for preventing preg- 
nancy. It is not lightly to be assumed that the legislature 
intended the act to cover articles having legitimate common 
uses, simply because they are susceptible of use for improper 
purposes. The limiting words in the statute, “used or intended 
or represented to be used,” are to be construed, in the opinion 
of the court, to mean (1) articles solely capable of use as 
contraceptives or abortifacients and (2) articles appropriate for 
use as contraceptives and abortifacients and sold with the intent 
or purpose that they be so used or with the representation that 
they are effective for that purpose. 

Applying to the case the principle enunciated in Youngs 
Rubber Corporation v. C. I. Lee & Co. 45 F. (2d) 103,1 the 
court concluded that it was the intent of the legislature to 
deal in the statute under which prosecution was brought with 
articles whose sole purpose, or whose intended purpose or 


: . In this case, the United States Court of Appeals, Second Circuit, 
in construing phraseology similar to that now under consideration, in 
federal statutes relating to the transportation of contraceptives and 
abortifacients in the United States mail or in interstate commerce in 
any manner whatever, said: ‘Taken literally, this language would seem 
to forbid the transportation by mail or common carriage of anything 
‘adapted,’ in the sense of being suitable or fitted, for preventing con- 
ception or for any indecent or immoral purpose, even though the article 
might also be capable of legitimate uses and the sender in good faith 
supposed that it would be u only legitimately. Such a construction 
would prevent mailing to or by a physician of any drug or mechanical 
device ‘adapted’ for contraceptive or abortifacient uses, although the physi- 
cian desired to use or to prescribe it for proper medical purposes. The 
intention to prevent a proper medical use of drugs or ot articles 
merely because they are capable of illegal uses is not lightly to be ascribed 
to Congress. Section 334 forbids also the mailing of obscene books and 
writings; yet it has never been thought to bar from the mails medical 

iti } per purposes, though of a 


writings sent to or physicians for pro 
ighly indecent if sent broadcast to 


character which would render them 
all classes of persons. See United States v. Chesman, 19 F. 497, 498 
(C, C, E. D. Mo.); United States v. Clarke, 38 F. 500, 502 (D. C. 
E. D. Mo.); United States v. Smith, 45 F. 476, 478 (BD. C. E. D. Wis.); 
United States v. Dennett, 39 F. (2d) 564, 568 (C. C. A. 2). It would 
seem reasonable to give the word ‘adapted’ a more limited meaning than 
that above suggested and to construe the whole phrase ‘designed, adapted 
or intended’ as requiring an intent on the part of the sender that the 
article mailed or shipped by common carrier be used for illegal contracep- 
tion or abortion or for indecent or immoral purposes. See Bours v 
United States, 229 F. 960, 964 (C. C. A. 7). However, we do not find 
it necessary to decide this question in the present case.’”” Youngs Rubber 


Corporation vy. C. I & Co., 45 F. (2d) 103. 
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represented function, is to produce abortion or to prevent 
pregnancy and that in general it was the intention of the 
legislature wholly to prohibit the sale of such articles to unmar- 
ried persons or by any one except a physician or pharmacist. 

Defendant’s contention that the notices on the vending 
machine on his premises, “Sold only for the prevention of 
disease” and “Minors are prohibited to operate this machine,” 
were conclusive as to the purpose for which sales were made 
was rejected by the court. The sale of the device that was 
sold in this case, said the court, in a public toilet, by a mechani- 
cal vending machine, was a sufficient warrant for the inference 
that the purpose of its sale was contraception and not merely 
the prevention of disease. 

The judgment of conviction by the court below was affirmed. 
—State v. Arnold (Wis.), 258 N. W. 843. 


Workmen’s Compensation Acts: Apoplexy and Insanity 
Following Minor Injury of Hand.—A workman, 55 years 
old, injured his hand slightly, in the course of his employment. 
He had a stroke of apoplexy within a few days thereafter and 
another stroke a few months later. Subsequently he became 
insane. A claim for compensation was filed with the workmen's 
compensation bureau, which the bureau rejected. The court 
of common pleas, however, reversed the bureau’s order. There- 
upon the employer appealed to the supreme court of New Jersey. 

The claim for compensation was based on the theory that an 
embolus originated in the injury of the hand, was thrown off 
into the blood stream, passed through a persistent congenital 
opening between the arterial and venous sides of the heart 
[patent foramen ovale], and lodged in the brain instead of in 
the lungs, where it normally would have lodged but for the 
abnormal opening. Medical testimony conceded that this was a 
possibility, but it showed that the workman had arteriosclerosis, 
with involvement of the heart and kidneys, and that clinical 
examination failed to disclose a patent foramen ovale. When 
a man is 55 years of age, said the supreme court, and shows all 
the symptoms of arteriosclerosis, with involvement of the heart 
and kidneys, it is more reasonable to accept the hypothesis that 
the apoplexy was the natural result of the progress of arterio- 
sclerosis than that it was due to an embolus, thrown off from 
a slight wound of the hand, passing to the brain because of an 
alleged congenital defect, which occasionally occurs in children, 
who do not long survive, and is rare in adults. Compensation, 
continued the court, is not allowable for injuries caused by the 
natural progress of a disease from which a workman is suffer- 
ing. Accordingly, the judgment of the lower court was reversed 
and compensation denied.—Hahne & Co. v. Guenther (N. J.), 
178 A. 58. 


Accident Insurance: Death from Dislodgment of Kid- 
ney Stone an Accidental Death.—The defendant insurance 
company promised to pay to the beneficiary of an insurance 
policy double indemnity if the insured died from external, vio- 
lent and purely accidental means, and not directly or indirectly 
as the result of disease or physical infirmity. After a fall as 
he was getting out of his automobile, the insured had a bruised 
spot over one kidney, and thereafter he suffered “the excruciat- 
ing pain which usually accompanies the presence of a kidney 
stone in the ureter.” A kidney stone, according to the report, 
obstructed the ureter, causing “hydronephritis,” which was 
followed by “pyonephritis” and then by hypostatic pneumonia, 
which caused death. The insurer refused to pay double indem- 
nity and the beneficiary brought suit. The trial court took 
the view that physical infirmity contributed to the death and 
directed a verdict for the insurer. The beneficiary appealed 
to the Supreme Court of Minnesota. 

The stone that caused death measured 1.5 by 6 by 6 cm. 
(one-half by 2% by 2% inches) and had “certain prongs or 
projections” which, in the opinion of the plaintiff's doctors, 
were likely to prevent its dislodgment from the part of the 
kidney in which it was being formed, unless there was an 
abnormal abdominal pressure, such as the blow which the 
insured received when he fell. They regarded the stone as 
harmless to the health of the insured except as it might be 
dislodged and pass into the ureter. Before the accident the 
insured apparently was in the best of health, and all medical 
witnesses agreed that if there had been no kidney stone the 
fall would not have killed him. 
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The issue of the case on appeal turned on the answers to 
two questions: Is death, caused by the lodgment in the ureter 
of a kidney stone which a fall has dislodged from the kidney, 
“accidental” within the meaning of the policy? If so, is such 
death caused by external, violent and purely accidental means, 
and not caused directly or indirectly by disease or physical 
infirmity? Although the trial court took the view that physical 
infirmity contributed directly or indirectly to death, the Supreme 
Court was more cautious. It cited Silverstein v. Metropolitan 
Life Insurance Company, 254 N. Y. 81, 171 N. E. 914, in 
support of the postulate that “when the abnormality was so 
remote in its potential mischief that common speech would 
call it not disease or infirmity but at most a predisposing 
tendency, the fact that it started and was made operative by 
violence so that death resulted did not prevent the violence 
from being considered the sole cause of the death.” The 
Supreme Court professed to have no difficulty distinguishing 
between the present case and cases in which the insured was 
suffering from chronic disease, such as diabetes or nephritis, 
which impairs the health and weakens the resistance so that 
when aggravated by violence the disease causes death. The 
difference, said the court, lies in that in one case the disease 
is merely aggravated by the violence, while in the other it is 
in its fatal aspects entirely set in motion by the violence. 
Applying this rule to the case before it, the court concluded 
that the jury might justly find that violence was the sole 
cause of death. For that reason, the Supreme Court reversed 
the judgment of the court below and remanded the case for 
a new trial—Mair v. Equitable Life Assur. Soc. of United 
States (Minn.), 259 N. W 


Malpractice: Operation Without Consent Implies 
Injury; Scope of Lawful Malpractice Defense by Medi- 
cal Society.—The defendant, a physician, removed several 
moles from the face of a minor child. The patient’s mother, 
acting as guardian, alleged that her child had been disfigured 
by the treatment and sued the defendant. She alleged, among 
other things, that the treatment given by the defendant was 
given without her consent or consent of her daughter, the 
patient. Judgment was given against her and she appealed to 
the Supreme Court of Errors of Connecticut. 

The instructions given to the jury by the trial court were 
such as might have led the jury to believe that the plaintiff was 
not entitled to damages unless she proved not only that the 
defendant treated his patient without consent but also that his 
patient was in fact injured by his treatment. This, said the 
Supreme Court of Errors, was incorrect. The removal of 
the moles, if done without consent, was a trespass and had the 
legal effect of an assault, and an assault, even without specific 
proof of injury from it, entitles the plaintiff to at least nominal 
damages. “Every human being of adult years and sound mind 
has a right to determine what shall be done with his own body; 
and a surgeon who performs an operation without his patient's 
consent commits an assault, for which he is liable in damages.” 
Schloendor ff v. New York Hospital, 211 N. Y. 125, 105 N. E. 
92. But the erroneous instruction given by the trial court could 
have had no adverse effect further than to cause the plaintiff 
to lose a verdict for nominal damages and costs, and errors 
of such limited effect do not ordinarily warrant the reversal 
of a judgment. 

Dr. Standish was called as a witness for the plaintiff. After 
counsel for the plaintiff had examined him and after the wit- 
ness had been cross-examined, the plaintiff sought on redirect 
examination to show that he was not disinterested. Counsel 
for the plaintiff proposed to introduce evidence to show that 
this witness, Dr. Standish, and the defendant were fellow mem- 
bers of the Hartford Hospital Society; that both of them prac- 
ticed as specialists in the same field; that the plaintiff's witness 
had without compensation treated the patient on whom the 
defendant had operated, for several months, trying to remove 
the scars attributed to the defendant's treatment, and that 
such services were rendered gratuitously, pursuant to an agree- 
ment among the members of the hospital society to render free 
treatment to a patient of a fellow member if that member was 
sued under circumstances such as were present in this case; 
that the hospital society had a committee charged with the 
duty of determining whether, in any given case, there had been 
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malpractice; and that, in consideration of lowered premiums 
paid by each member, a blanket policy of insurance was issued 
to the members of the society. The trial court, however, 
refused the proffer of the plaintiff's counsel of evidence to 
prove these things. Counsel for the plaintiff asked a physician 
whom he had summoned as a witness whether he had not been 
told by telephone, by a physician on the staff of the New 
Britain Hospital, that he would be “run out of town” if he 
testified against the defendant, but the court excluded this 
testimony. 

Counsel, said the Supreme Court of Errors, after he has 
called a witness and sought the benefit of his testimony, may 
contradict him by another witness, but he cannot directly 
impeach him unless it is shown to the satisfaction of the court 
that the testimony of his witness has taken counsel by surprise 
or is inconsistent with other statements made by the witness. 
Counsel must, before he undertakes to impeach his own witness 
out of his own mouth, show that the witness is adverse or 
hostile, or show some equally potent reason, as the interests 
of justice under the circumstances of the case seem to the court 
to require. The Supreme Court of Errors, however, was unable 
to find anything in the record in this case suggestive of hostility 
on the part of the plaintiff's witness, Dr. Standish, or of any 
unwillingness on his part to answer questions put to him, or 
anything else to justify an exception to the general rule regard- 
ing the impeachment of witnesses. 

Counsel for the plaintiff was seeking by the questions asked 
of his witness, Dr. Standish, and by the testimony that he 
proffered, to show that the medical society of which Dr. 
Standish was a member had endeavored to use its influence to 
prevent the plaintiff from securing expert medical testimony 
in support of her claim. There can be no question, said the 
court, of the right of the society to investigate any claim of 
malpractice brought against any one of its members or to render 
such member any proper aid in his defense. The limits of such 
proper aid, however, manifestly do not include the production 
of testimony which is untrue or of opinions of witnesses which 
are not honestly entertained by them, or the prevention of the 
attendance of witnesses, or the suppression of any relevant 
evidence, or any other interference with the orderly and normal 
course of court procedure. Any act of such improper character 
by any member of the society, or participation in it by him, 
would render such member liable to statutory penalties and, 
it might be, for conspiracy at common law. 

The Supreme Court of Errors found no reversible error in 
of the trial court—Schmelts v. Tracy (Conn.), 177 

. 520. 
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American Academy of srapieal Medicine, St. Louis, Nov. 20-21. be Earl 
B. McKinley, 1335 H Street N.W., Washington, D. C., Secre 

American Association Study. of Neoplastic Diseases, 
Dec. 19 Dr. Eugene R. Whitmore, 2139 Wyoming Avenue N.W., 
Washington, D. C., cries, 

American Society of Tropical Medicine, St. Louis, November 19-22. Dr, 

fr . Reed, 350 Post Street, San Francisco, Secretary. 

American Student Health Association, New York, Dec. 27-28. Dr. 
owes &. . Diehl, University of Minnesota Medical School, Minneapolis, 
ecretary. 

Eastern Section, American Laryngological, ae te and Otological 
Society, Newark, N. Jan. 3. Dr. He rton, 24 Commerce 
St., Newark, N. 

Medical and -< . Association of the Southwest, El Paso, Texas, Nov. 
21-23. Dr. Warner Watkins, 15 East Monroe Street, Phoenix, 
Ariz., Secretary. 

Middle Section, American 5 

Society, Milwaukee, Jan. 
consin Avenue, Milwaukee, Chairman, 

a Society for the Prevention of Blindness, New York, Dec. 5-7. 
Dr. Lewis i. Carris, 50 West 50th Street, New York, Managing 
Director. 

Puerto Rico, Medical Association of, Santurce, Dec. . Dr. Euripides 
ilva, Ave. Juncos, Parada 19, Secretary. 

Radiological Society of North America, Detroit, Dec. 2-6. Dr. 
Childs, 607 Medical Arts Building, Syracuse, N. 

Societ of American Bacteriologists, New York, Dec. 26-28. Dr. 1. L. 
Baldwin, College of Agriculture, University of Wisconsin, Madison, 

Louis, November 19-22. 


is., Secretary. 

Southern Medical Association, St. Mr. C. P. 
ranz, Empire Building, Birmingham, Ala., Secretary. 

Southern Surgical Association, Hot Springs, Va., Dec. 10- 12, Dr. E. W. 
Alton Ochsner, 1430 Tulane Ave., — rleans, Secretary. 

Western Surgical Association, Roches Minn., Dec. 6-8. Dr. Albert H. 


Montgomery, 122 South Michigan. ‘Boulevard, Chicago, Secretary. 


and Otological 
. Grove, 324 East Wis- 
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The Association library lends periodicals to Fellows of the Association 
and to individual subscribers to THe JourNAL in continental United 
States and Canada for a period of three days. Periodicals are available 
from 1925 to date. Requests for issues of earlier date cannot be filled. 
Requests should he accompanied by stamps to cover postage (6 cents 
if one and 12 cents if two periodicals are requested). Periodicals 
published by the American Medical Association are not available for 
lending but may be supplied on purchase order. Reprints as a rule are 
the property of authors and can be obtained for permanent possession 
only from them. 

Titles marked with an asterisk (*) are abstracted below. 


American Journal of Cancer, New York 
25: 1-250 (Sept.) 1935 
Malignant Tumors of Peripheral Nerves. A. P. Stout, New York.—p. 1. 


Studies of Fowl Tumors Induced by Carcinogenic Agents: I. Seasonal 
Factor Influencing Rate of Growth and Transmissibility. P. R. Pea- 
cock, Glasgow, Scotland.—p. 37. 

Id.: II. Attempted Transmission by Cell Free Material. P. R. Pea- 


cock, Glasgow, Scotland.—p. 49. 

*Studies on Chemical Treatment of Tumors: II. Effect of Disturbances 
in Fluid oe on Transplanted Mouse Tumors. M. J. Shear, 
Boston.— 


Chorionepitheioma in the Male. H. C. Fortner and S. E. Owen, Hines, 
Ill.—p. 
*Two ms oy Cell Adenomas of Human Pancreas Cultivated in Vitro. 
Margaret R. Murray and Cloyce F. Bradley, New York.—p. 98. 
Hyperplastic Epidermal Disease in Winter Flounder Infected with 
Cryptocotyle Lingua (Creplin). G. M. Smith, New Haven, Conn. 
108. 


Breeding Behavior and Tumor Incidence of an Inbred Albino Strain of 

Mice. J. J. Bittner, Bar Harbor, Maine.—p. 113. 

Glycolysis of Varicus Substrates by Extracts of Sarcoma and of Muscle, 

F. H. Scharles, M. D. Baker and W. T. Salter, Boston.—p. 122. 

Tumors of Digestive Tract. C. F. Geschickter, Baltimore.—p. 130. 

Treatment of Tumors and Effect of Disturbances in 
Fluid Exchange.—In experiments on fluid exchange, Shear 
employed a variety of substances and procedures in empirical 
attempts to alter the water content of tumor cells or to damage 
them by excessive intake of fluid or by excessive loss of fluid 
from the tumor. No hemorrhagic reaction was noted with 
histamine, but two tumors (sarcoma 180) receded and the slight 
retardation that occurred in the growth of the treated tumors 
may have been due to the treatment. The results with peptone 
were negative. In the mice treated with agar, one tumor 
receded completely and several tumors retrogressed. In the 
experiments with pneumococcus antibody and pneumococcus 
soluble specific carbohydrate, hemorrhages were observed in 
several of the tumors but no clear cut effect on tumor growth 
was obvious. In tumor-bearing mice, complete withdrawal of 
drinking water resulted in earlier death than in non-tumor- 
bearing control mice. Massive bleeding did not have a pro- 
nounced effect on tumor growth, although it seemed in some 
experiments to result in smaller tumors; this may well have 
been due to the general poor condition of the mice and not to 
a specific effect on the tumors. The various diuretics employed 
did not seem to influence the growth of the tumors. With 
acacia, recession of the tumor occurred in a few instances; in 
a few other instances, liquefaction occurred apparently as a 
result of the treatment. With egg albumin and with serum 
albumin, a retarding influence was noted in a few instances. 
In one experiment with horse serum, hemorrhage or striking 
destruction of the interior of the tumor was obtained in twelve 
out of seventeen mice; in some cases the tumor grew again, but 
in three mice there was complete recession. With sublethal 
doses of meningococcus filtrate, hemorrhages were obtained in 
the tumors. Many of the mice died, but, in the survivors, some 
tumors receded and grew again while others receded completely. 
Sodimn oleate also produced hemorrhage or liquefaction in an 
apparently significant number of cases. 

Island Cell Adenomas of Pancreas Cultivated in Vitro. 
—Murray and Bradley cultivated in vitro two adenomas of the 
islands of Langerhans from two human adults for periods of 
five weeks and six and one-half weeks, respectively. The 
vitality of the explants was undiminished at the end of these 
periods. The two series of cultures from the two tumors differed 
from each other in much the same degree as the tumors differed 
in morphology. The behavior of the cultures from these pre- 
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sumably benign tumors was less irregular than the behavior 
of cultures of normal young and embryonic animal pancreas as 
reported by other workers. March 19, 1935, six cultures of 
one of the tumors were inserted into the axilla of a diabetic 
member of the staff who had volunteered to receive them. She 
had been maintained in normal health and activity over a period 
of twelve years by the injection of 20 units of insulin twice a 
day. Previous to the grafting the cultures had been grown 
for three weeks in the recipient’s plasma, and the grafting pro- 
cedure followed in general the technic of Stone, Owings and 
Gey for parathyroid transplantation through tissue culture. At 
the time of the last passage of each explant the medium from 
which the culture was cut was plated on blood agar for addi- 
tional assurance that it was bacteriologically sterile. Since the 
transplantation the patient has been kept on a regimen of 18 
units twice a day, and weekly tests of her blood sugar and urine 
sugar have been made. On June 12 no significant change in 
the level of blood or urine sugar had been registered. 


American Journal of Clinical Pathology, Baltimore 
5: 349-454 (Sept.) 1935 
Vaccine Treatment of Acute Anterior Poliomyelitis of Monkeys. J. A. 
Kolmer and Anna M. Rule, Philadelphia.—p. 349. 
Qualitative Changes in Neutrophilic Leukocytes. R. L. Haden, Cleve- 


land.—p. 354 
*Diffuse Decidual Hyperplasia of Endometrium in Absence of Pregnancy. 
L. Reinhart, Columbus, Ohio.—p. 365 


*Interpretation of Histologic Findings in Encephalitis Congenita. 
Amolsch, Detroit.—p. 371. 

Studies of Pathologic Body Fluids: 
tein Content. M. B 


*Pathologic Changes Controlled Artificial 

Fever. F. W. Hartman and R. C. Major, Detroit.—p. 392. 

Value of One-Hour Two-Dose Glucose Tolerance Test (Exton and Rose) 
in Early Diagnosis of Diabetes Mellitus. H. T. Kelly, J. T. Beard- 
wood Jr. and K. Fowler, Philadelphia.—p. 411. 

The Rose Bengal Liver Function Test as Adapted to Sheard-Sanford 
Photelometer. A. S. Giorando and D. Eager, South Bend, Ind.—p. 417. 

Method for Quantitative Examination of Conjunctival Fluid in Prepara- 
tion for Intra-Ocular Operations. F. M. Johns, New Orleans.—p. 428. 

Determination of Protein in Cerebrospinal Fluid. R. S. Hubbard and 
Helen R. Garbutt, Buffalo.—p. 433. 

Sensitivity of Wassermann Antigens in Relation to Rate of Dilution. 
A. J. Casselman, Camden, N. J.—p. 443. 

Decidual Hyperplasia of Endometrium in Absence of 
Pregnancy.—Reinhart gives the histologic pattern and history 
that suggested the diagnosis of “decidua menstrualis” in a non- 
pregnant patient. Comparison of this case with three others 
in which diffuse decidual hyperplasia was present, one with 
chorionic villi and two without demonstrable villi giving chinical 
histories suggestive of early abortion, indicate a common etiol- 
ogy. The principal symptom of the present case was the peri- 
odically recurring, profuse, prolonged, white discharge with very 
little blood. Histologic examination presented little evidence of 
the mechanism by which the discharge was produced. How- 
ever, the uterus was removed at a time during which there 
was clinically little discharge present. Whether this discharge 
was the result of the involution of the corpus luteum or of 
local inadequate nutriticn associated with the rapid tissue 
growth has not been determined. If the involution of the corpus 
luteum is the mechanism by which this discharge is brought 
about, the diagnosis of “decidua menstrualis” might be com- 
petent. Histologic examination of hyperplastic decidual tissue 
removed in the three cases cited, during the discharge, presents 
a similarity to the early phase of menstruation. 


Microscopic Observations in Congenital Encephalitis. 
—Amolsch investigated the etiologic and pathologic features of 
the brains of forty-six cases of incomplete cerebral develop- 
ment that exhibited in some degree the cellular features of 
encephalitis. The brains, ranging in fetal developmental age 
from 12 weeks to term, were subjected to uniform cross-section- 
ing throughout the entire ventricular system. None of these 
infants survived longer than forty-eight hours after birth. 
Every brain in the series exhibited some degree of subependy- 
mal cellular activity. The degree of activity was proportional 
to the degree of hypodevelopment. The nature of the reaction 
was in no manner different in location, extent or cellular 
character from that seen in cases interpreted as congenital 
encephalitis. Subependymal infiltration of small round cells and 
perivascular mantles of such cells, found in the brain of the 
new-born, are not to be interpreted as an expression of inflam- 
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mation. It is definitely developmental in nature. This reaction 
is most pronounced in the prematurely born infants. Between 
the twelfth and the twenty-eighth week of fetal development this 
reaction forms a prominent mass over the basal ganglion beneath 
the lateral ventricle. The most prominent exhibit of the incom- 
plete state of cerebral development in the term or near term 
infant is observed in the angle between the caudate nucleus 
and the thalamus and at the upper lateral angle of the lateral 
ventricle in sections through the anterior half of the brain. 
Incomplete cerebral development at birth offers a distinct 
liability to cerebral and ventricular hemorrhage during birth 
and to late hypodevelopment, gliosis and possible gliomatous 
tumor formation in later life. Congenital encephalitis by itself 
can exist, but such a diagnosis must depend on the presence of 
a true inflammatory reaction; cellular changes associated with 
development must be excluded from the criteria supporting such 
a diagnosis. 

Pathologic Changes Resulting from Accurately Con- 
trolled Artificial Fever.—The study of Hartman and Major 
on the pathologic changes resulting from artificial fever therapy 
consist of two clinical cases coming to necropsy after fever 
therapy and of twenty dogs, eighteen of which were subjected 
to fever of various durations and degrees and two of which 
were used as controls, being given excessive amounts of sodium 
amytal, a sedative used in all but two of the other experiments 
and in the human cases. They found that the pathologic changes 
in the human cases and the experimental animals were engorge- 
ment of the blood vessels, especially the capillaries, hemor- 
rhage and degeneration. The most vital changes seen were 
those in the brain, amounting to hemorrhagic encephalitis in 
some instances, those in the lung constituting hemorrhagic 
pneumonia and those in the adrenal characterized by degenera- 
tion in the cortex with hemorrhage. Death occurring during 
or immediately after treatment was due to vascular collapse. 
Although the changes described have been noted in animals 
receiving morphine alone as a sedative, the human patients and 
most of the animals received sodium amytal, a drug which in 
large amounts is known to produce congestion and even capillary 
damage, especially in the brain. Since fever therapy and 
sodium amytal tend to produce marked dilatation and engorge- 
ment of blood vessels, the authors suggest that the combination 
should not be used in patients. 


American J. Digestive Diseases and Nutrition, Chicago 
2: 391-448 (Sept.) 1935 

Philosophic, Clinical and Retrospective Discussion of Certain Major 
Problems in the Digestive Field. T. R. Brown, Baltimore.—p, 391. 

Migraine: Common Sense Approach. Libby Pulsifer, Rochester, N. Y. 
—p. 397. 

Validity of Fractional Gastric Analysis. Frances A. Hellebrandt and 
Elizabeth Brogdon, Madison, Wis.—p. 402. 

Studies on Relation of Nonspecific Ulcerative Colitis to Bacillary Dysen- 
tery, with Particular Reference to Dysentery Bacteriophage. 
Winkelstein and C. Herschberger, New York.—-p. 408. 

The Pancreas and General Metabolism: Physiologic, Metabolic and 
Philosophic Concept of Nutritional hg and Interdependence. W. N. 
Boldyreff, Battle Creek, Mich.—p. 

What Should Be the per Capita oy = Milk Consumption of Our 
Population? L. Arnold, Chicago.—p. 416. 

Treatment of Food Allergy and Indigestion of Pancreatic Origin with 
Pancreatic Enzymes. A. W. Oclgoetz, P. A. Oclgoetz and Juanita 
Wittekind, Columbus, Ohio.—p. 422. 

*Histidine in Treatment of Peptic Ulcer: 
Eads, Philadelphia.—p. 426. 

and Duodenal Ulcers. D. P. MacGuire, New York. 


Preliminary Report. J. T. 


Pi ae in Treatment of Peptic Ulcer.—Eads treated 
thirty-five cases of peptic ulcer with intramuscular injections 
of a 4 per cent solution of histidine hydrochloride, averaging 
twenty-four injections with no local or systemic reaction. Six 
patients, three with gastric ulcers and three with duodenal ulcers 
in which the average history of symptoms was two and one-half 
years, showed immediate clinical and roentgen evidence of cure. 
Symptomatic relief of distressing complaints was usually evident 
after the first three or four injections. The gain in weight was 
the most marked. None of these patients were restricted as to 
diet or placed on medication. None of them, after a period of 
observation of six months or more, have shown any recurrence. 
Five showed some decline in the acid curve, but not to normal 
figures. Eight patients presented definite clinical and roentgen 
improvement, not so rapidly as the first group, but still definite. 


CURRENT MEDICAL LITERATURE Jour 


M. A. 
Nov. 1935 


There were six duodenal ulcers and two gastric ulcers in this 
group. Six patients showed a gain in weight. Five began to 
show improvement after the tenth injection, two after the 
fifteenth and the remaining one after the twenty-third injection. 
Five were on no dietary restrictions, three were advised regard- 
ing elimination of tobacco, coffee, alcohol and so on, and one 
had alkalis at times, but not regularly. The average duration 
of symptoms in the group was four and one-half years. Nine 
patients showed some clinical improvement but no roentgen 
change. The symptomatic improvement was much slower than 
it was in the other two groups, and not until eighteen or more 
injections had been given was any improvement noted. These 
were all duodenal ulcers with an average history of six years. 
There were some dietary restrictions imposed in three cases 
with little or no medication given. Twelve patients were 
unimproved after the completion of twenty-four injections. 
Three of these were given further injections—two were given 
thirty injections and one thirty-six with no improvement noted. 
At times experiments were made with a fairly rigid dietary 
schedule and alkalis were given in seven cases with no appre- 
ciable change in the symptoms. Seven of this group were 
classified as obstructive lesions of a varying degree and were 
not improved at all. In three of these the symptoms appeared 
aggravated by the injections and four showed a loss of weight. 
Operations were subsequently performed in three of the obstruc- 
tive cases with one fatality due to pulmonary infarct. Of these 
twelve patients showing no immediate improvement, three sub- 
sequently appeared to show definite improvement a week or so 
after the completion of injections, after being placed on a strict 
orthodox medical regimen, when before the injections such a 
treatment had been of no value. This suggests the possibility 
of some delayed benefit. The duration of symptoms in this 
group was the longest. These were for the most part ulcers 
that are resistant to treatment and were complicated by some 
obstructive phenomena in seven cases. 


American Journal of Pathology, Boston 

11: 711-894 (Sept.) 1935 

Lesions of Left Auricle in Rheumatic Fever. 
711 


L. Gross, New York. 


Virus of Lymphogranuloma Inguinale. R. D’Aunoy, E. von Haam and 
L. Lichtenstein, New Orleans.-—p. 737. 
Rhabdomyosarcoma of the Prostate. F. H. Foucar, Washington, D. C. 
753. 


Anencephalic Monster with ‘“‘Rhinodymie’’ and Other Anomalies. 
Broder, Chicago.—p. 761. 
* Anomalies of Circle of Willis with Resulting Diesshebiaedinade and 
Cerebral Hemorrhage. O. Saphir, Chicago.—p. 775. 
Experimental Gastric Erosions Following Hypothalamic Lesions in 
Monkeys. E. C. Hoff and D. Sheehan, New Haven, Conn.—p. 789. 
Functional Cor Triloculare Biatria: Report of Case with Malposition 
of Septum in Ventricles. D. Kornblum, Brooklyn.—p. 803. 
Improved Technic for Silver Impregnation of Reticulum Fibers. 
Campbell Wilder, Washington, D. C.—p. 817 
Anomalies of Circle of Willis.—Saphir states that anoma- 
lies of the circle of Willis, with resulting interruption of the 
circulation between the internal carotid and vertebral arteries, 
may form the anatomic basis of cerebral vascular disturbances. 
The recognition of such anomalies aids in the explanation of 
cerebral hemorrhage and encephalomalacia on morphologically 
demonstrable grounds in the absence of occluding lesions of the 
supplying arteries. In addition to local causes for encephalo- 
malacia and cerebral hemorrhage the condition of the myo- 
cardium and evidence of myocardial failure in the various 
organs should be considered. Three brains are described which 
revealed anomalies of the circle of Willis involving the posterior 
communicating arteries, and an abnormal origin of the posterior 
cerebral artery in one case. Two of these brains revealed areas 
of encephalomalacia and cerebral hemorrhage, without the 
presence of occluding lesions in the supplying arteries. Whereas 
the posterior communicating arteries are not essential in the 
maintenance of the circulation of the brain under normal con- 
ditions, a free unhampered collateral anastomosis between the 
internal carotid and vertebral arteries is important in instances 
of diffuse arteriosclerosis of the arteries of the base of the 
brain combined with beginning myocardial failure. This con- 
ception of the origin of these brain lesions is based on 
morphologically demonstrable changes and does not require 
the assumption of theoretical functional disturbances of the 
circulation. 
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American Journal of Physiology, Baltimore 
113: 1-250 (Sept. 1) 1935 
Relation of Parathyroid Hormone to State of Calcium in Blood. F. C. 
' McLean, B. O. Barnes and A. B. Hastings, Chicago.—p. 141. 
Total Plasma Protein in Normal and Fasting Rats. W. C. Cutting and 
R. D. Cutter, San Francisco.—p. 150. 
Effect of Different per Cents of Protein in Diet on Bachelor and Virgin 
Rats. J. R. Slonaker, Stanford University, Calif.—p. 159. 

Effect of Reduced Atmospheric Pressure on Leukocyte Count. 
Meyer, M. H. Seevers and S. R. Beatty, Madison, Wis.—p. 
Effect of Cholecystokinin on Choledochoduodenal Mechanism 
of es =f P. Sandblom, W. L. Voegtlin and A. C. Ivy, Chicago. 


—p?p. 

*Effect Zz a in Environmental Temperature on Blood Pressure and 
Pulse Rate in Normal Men. J. S. Gottlieb, Worcester, Mass.—p. 181. 

Acid-Base Changes in Serum of Dog Associated with Hyperthermia of 
Dinitrophenol Administration. E. Muntwyler, V. C. Meyers, W. H. 
Danielson and Carla Zorn, Cleveland.—p. 186. 

Relative Significance of Eleccrolyte Concentration and Tissue Reaction 
in Water Metabolism. H. A. Davis and L. R. Dragstedt, Chicago. 


—p. 193. 

Influence of Partial Adrenalectomy on Work Capacity of Rats. 
Ingle, W. M. Hales and G. M. Haslerud, Minneapolis.—p. 200. 

Specific Gravity of Blood of Normal Rabbits and Cats and Splenec- 
tomized Rabbits Before, During and After Emotional Excitement. 
L. B. Nice and H. L. Katz, Columbus, Ohio.—p. 205. 

Correlated Studies of Calcium, Inorganic Phosphorus and Serum Phos- 
phatase in Normal Animals and in Animals Influenced by Irradiated 
Ergosterol. S. Freeman and C. J. Farmer, Chicago.—p. 209. 

Basal Metabolism and Iodine Excretion During Pregnancy. Lena 
Enright, Versa V. Cole and F. A. Hitchcock, Columbus, Ohio.—p. 221. 

Further Study of Cardiac Reflexes. R. S. Morison, Boston.—p. 229. 

Plasma Protein Determinations in Lactating Women. S. C. Peacock 
and Winifred Franz Hinman, Chicago.—p. 235. 

Influence of Ovarian Hormones, Estrin and Progestin, on Menstrual 
Cycle of Monkey. G. W. Corner, Rochester, N. Y.—p. 238 
Effect of Environmental Temperature on Blood Pres- 

sure.—In a study of the effect of an increase in the environ- 
mental temperature on the systolic and diastolic blood pressures 
and pulse rates of sixteen normal men, Gottlieb found that: 

1. When the room temperature was maintained between 23.1 

and 23.9 C. (73.6 and 75 F.) for an observation period of three 
and one-half hours, the mean pulse rate decreased significantly 
—9.9 beats per minute, the mean systolic blood pressure showed 
no change and the mean diastolic blood pressure increased 
significantly—8.7 mm. of mercury. 2. When the room tempera- 
ture was increased from 23.6 to 33.2 C. (74.5 to 91.7 F.) during 
the period of three and one-half hours, the mean pulse rate 
increased 2.6 beats per minute during the first hour, then 
decreased significantly—5.8 beats per minute, the mean systolic 
blood pressure showed no change and the mean diastolic blood 
pressure increased significantly—3 mm. of mercury. 3. A study 
of the differences of the two experimental days indicated that 

as a result of an increase of 9.6 degrees C. (17.2 degrees F.) 

in the air temperature the mean pulse rate increased signifi- 

cantly, the mean systolic blood pressure showed no change and 
the mean diastolic blood pressure decreased significantly. 


D. J. 


Archives of Ophthalmology, Chicago 
14: 325-526 (Sept.) 1935 

Diagnostic Value of Defects in Visual Fields and Other Ocular Dis- 
turbances Associated with Supratentorial Tumors of the Brain. J. H. 
Globus and S. M. Silverstone, New York.—p. 325. 

Lattice Type of Corneal Dystrophy. T. M. Shapira, Chicago.—p. 387. 

Late Traumatic Roset Cataract. L. Lugli, Bologna, Italy —— 392. 

Larocaine, a New Anesthetic. L. L. Mayer, Chicago.—p. 408 

Genesis of Refraction of Human Eye. S. Ochapovsky, Krasnodar, 

S. S. R.; edited by B. Friedman, New York.—p. 412. 

* Analysis of Fifty-Five of Tobacco-Alcohol Amblyopia. 
Carroll, New York.—p. 

Filaria Subconjunctivalis: of Case. J. Cregar, East Orange, 
N. J., and E. B. Burchell, New York.—p. 435 

*Cervical Sympathectomy in Retinitis Pigmentosa: Preliminary Report 
on Results. G. de Takats and S. R. Gifford, Chicago.—p. 441. 

Checking Station for Tonometers. A. Posner, New York.—p. 453. 

Retinoscopy at a Definite Distance. J. D. Weintraub, Cincinnati.— 
p. 458. 

Is Full Correction of Value in Checking Progress of Myopia? 
Rolett, New York.—-p. 464. 

Provisions for nave of Blind and Partially Blind. E. M. Van Cleve, 
New York.—p. 


Amblyopia.—Carroll studied fifty-five 
cases of toxic amblyopia associated with the use of tobacco and 
alcohol. He feels that the diagnosis could be made earlier 
and more often if studies with the tangent screen were per- 
formed more frequently. The condition should not be confused 
with early senile macular degeneration. -The amblyopia may 
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develop after the use of only moderate quantities of tobacco 
and alcohol, and these substances should be considered as only 
two factors that, when combined with others, bring about the 
disease. Extensive medical, neurologic, dental and otologic 
examinations were carried out on the patients, and the results 
are presented. The progress of the disease was followed by 
numerous ophthalmic reexaminations over a period of many 
months, and the relation of abstinence to improvement was 
especially noted. The value of abstinence is stressed, but cases 
are cited in which the patients improved without markedly 
decreasing their use of tobacco and alcohol. There is great 
variability in the normal course of the disease, and this should 


be considered in attempting to evaluate the effect of any 
treatment. 


Cervical Sympathectomy in Retinitis Pigmentosa.— 
De Takats and Gifford performed sympathetic denervation of 
the eye to improve the visual acuity and visual fields of six 
patients suffering from retinitis pigmentosa. Of eleven opera- 
tions, four consisted of cervicodorsal and seven of superior 
cervical ganglionectomies. The latter, particularly if combined 
with a stripping of the internal carotid artery, seems to be the 
simplest and most constantly reliable method of obtaining com- 
plete sympathetic denervation. The test of complete sympathetic 
denervation was the failure of cocaine to dilate the contracted 
pupil. Not one of these patients showed an increase in visual 
acuity or in the visual fields. One younger patient reported 
an improvement in night blindness. None of them showed 
progress of the disease, but the longest period of observation 
was only a year and a half. The only possible benefit of sympa- 
thectomy on dark adaptation and minimal light perception in 
these patients seems to be that which might arise from halting 
the progress of the disease. A later report will be necessary 
to recommend or condemn the procedure definitely. 


Archives of Surgery, Chicago 
31: 507-676 (Oct.) 1935 
— Sarcoma and Intermuscular Myxoliposarcoma. J. Ewing, New 
ork.—p 7. 

Anal Rete Comparative and Developmental Histology. C. C. Tucker 
and C. A. Hellwig, Wichita, Kan.—p. 521. 

Fibrosarcoma of Right Forearm with Extensive Growth into Cephalic 
Vein. G. G. Davis, Chicago.—p. 531 

*Clinical and Histologic Changes Produced in Carcinoma of Cervix 4 
Different Amounts of Roentgen Radiation: Comparison. A. 
Arneson and F. W. Stewart, New York.—p. 542. 

Longitudinal Growth of Long Bones. J. D. Bisgard and M. E. Bisgard, 
Omaha.—p. 568. 

Clean Intestinal Anastomosis: II. E. J. Poth, 
San Francisco.—p. 579. 

Pendulous Hypertrophic Breast: Comparative Values of Present-Day 
Methods of Repair and Procedure of Choice. J. W. Maliniak, New 
York.-—p. 587. 

Multiple Meningiomas: Report of Case in Which Three Intracranial 
Meningiomas Were Removed [ore J. E. Raaf and W. M. 
Craig, Rochester, Minn.—p. 601 

*Acute oa» Pain in Sickle ‘Cell Anemia. 
Albany, Y.—p. 607. 

Changes Ratha oe by Various Operations on Stomach Shown by Use of 
Modified Acid Test Meal. F. C. Hill, L. C. Henrich and C, M. 
Wilhelmj, Omaha.—p. 622. 

Fatal Cases of Septicemia Caused by Bacillus Coli Following Gastric 
Operations. F. W. Ilfeld, Cleveland.—p. 632. 

*Experimental Staphylococcic Suppurative Po and Its Treatment 
with Bacteriophage. G. A. L. Inge and J. W. Toumey Jr., New 
York.—p. 642 

Effect of Diet on Weight of Liver and Glycogen Concentration in 
Partially Hepatectomized Rats. C. S. Stone Jr., Santa Barbara, 
Calif.—p. 662 


Experimental Study. 


E. H. Campbell Jr., 


Fascial Sarcoma.—Ewing points out that the term fascial 
sarcoma should be restricted to the fibromas, fibrosarcomas, 
fibrochondromas or parosteal osteosarcomas originally described 
and designated as fascial sarcoma by Virchow. It should not 
be employed for intermuscular myxosarcomas. The intermus- 
cular myxosarcoma, often called fascial sarcoma, is probably 
derived from fat lobules and presents the structure of embryonal 
mucous tissue or embryonal fat tissue. It is rarely, if ever, of 
traumatic origin and is often radiosensitive. The common 
liposarcoma of the trunk and limbs is derived from adult fat 
tissue and presents the structure of large granular cells, such 
as those seen in chronic inflammation of fat tissue. The struc- 
ture varies greatly with the degree of malignancy. It seems 
to be occasionally of traumatic origin. The degree of radio- 
sensitivity of the primary tumor is uncertain, but the recurrent 
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tumors are radioresistant. It appears that two types of lipo- 
sarcoma may be recognized, one the myxoliposarcoma of embry- 
onal structure and the other the granular cell liposarcoma of 
the adult type. Liposarcoma of both types is comparatively 
common in the region of the hip, knee, shoulder and trunk. It 
runs a characteristic clinical course, usually recurring after 
operation and proving fatal from infection, sepsis and metastases 
to the lungs. Since some are radiosensitive, it is recommended 
that all bulky tumors of the soft parts be submitted to treat- 
ment with high voltage radiation before surgical intervention 
is resorted to. 

Changes Produced in Carcinoma of Cervix by Roent- 
gen Irradiation.—Arneson and Stewart call attention to the 
necessity of delivering a larger dose of external radiation to 
the parametrium if any advance is to be made in the cure of 
cervical carcinoma. The treatment recommended consists in 
increasing the target skin distance for external irradiation from 
50 to 70 cm., using multiple portals (from four to six) and 
delivering at least 2,000 roentgens to each field within a period 
of about three weeks. This method delivers approximately 
from 3 to 3.2 threshold erythema doses to the cervix and some- 
what less to the parametrium if four portals are used, and 
slightly more if six portals are employed. The percentage of 
satisfactory clinical regressions parallels the increase in the 
doses. The microscopic regressions tend to parallel the clinical 
regressions. Polypoid lesions show the greatest clinical regres- 
sion with external irradiation. Crateriform lesions appear the 
least susceptible. The latter usually constitute a more advanced 
clinical type of disease. Local cure from external irradiation 
is exceptional with the doses used. Complete temporary 
epithelization of the primary lesion is not uncommon. Despite 
successive biopsies showing progressive degeneration of the 
tumor and occasionally complete disappearance of disease in one 
or more specimens examined at the end of the period of external 
irradiation, the tumor tends almost inevitably to reappear in a 
histologic form that is apt to resemble closely the initial tumor. 
Hence restraint of growth is but a transient phenomenon. For 
this reason the authors have little hope that the methods 
described will control more than a minor percentage of tumors 
with parametrial extensions. It is thought, however, that the 
dose to the parametrium may be increased. 

Acute Abdominal Pain in Sickle Cell Anemia.—Camp- 
bell enumerates the abdominal symptoms and signs most com- 
monly found in sickle cell anemia and reports six cases in 
which the abdominal manifestations were conspicuous. Many 
patients with the active form of the disease at times have attacks 
of acute abdominal pain, fever, mild jaundice and leukocytosis. 
The pain may be in the left upper quadrant, suggesting splenic 
infarcts, or in the epigastrium and right upper quadrant, simu- 
lating cholecystitis or hepatic tenderness from other causes or 
even gastric or duodenal disease. Again, there may be a 
cramplike pain, either generalized or localized in the epigastrium, 
associated with nausea, vomiting, obstipation and distention and 
strongly suggesting intestinal obstruction. Instances are known 
in which acute appendicitis has been mimicked, and on occasions 
acute salpingitis has been erroneously diagnosed. The symptoms 
and signs may vary in the same person from day to day, so that 
more than one abdominal condition is portrayed. The establish- 
ment of the presence of sickle cell anemia and the decision that 
the abdominal symptoms are or are not attributable to this 
disease are the two obvious steps in the diagnosis. Leukocytosis 
is usually present in the abdominal crises of sickle cell anemia 
and is often much higher than that which would be expected 
of the simulated disease. Jaundice due simply to uncomplicated 
sickle cell anemia is not obstructive; hyperbilirubinemia, hyper- 
urobilinuria and usually an indirect van den Bergh reaction 
and urobilin in the highly colored stools are present. The 
most widely accepted theory is that pain is due to infarcts in 
the spleen or to the perisplenitis so frequently observed at 
necropsy. These could account for many of the symptoms, 
particularly the pain in the left upper quadrant and epigastrium 
and perhaps the tympanites. They do not so readily explain 
the pain and tenderness in the right upper quadrant and over 
McBurney’s point or that in the lower part of the abdomen. 
Enlargement of the liver may in some way be responsible for the 
hypochondriac pain on the right side, but this is not likely. 
There is no specific therapy for the disease or for the abdominal 
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crises. General supportive measures, hygienic improvements 
and transfusions, if the hemoglobin concentration is very low, 
are customarily employed for the disease itself. For the 
abdominal manifestations a policy of watchful waiting with 
mild sedatives, heat and enemas is all that seems advisable. 
Patients with this disease not seldom become candidates’ for 
some form of operative therapy unconnected with the anemia. 
Patients with the latent form stand such procedures as well as 
other people, but patients in whom the disease is or has been 
in active phase may occasionally do very badly. 

Experimental Staphylococcic Arthritis and Bacterio- 
phage.—Inge and Toumey tested the efficacy of bacteriophage 
therapy in infections of the joints under controlled conditions 
in six series of dogs (from four to sixteen): 1. Suppurative 
arthritis of the knee was produced and left untreated to deter- 
mine the course of the disease. 2. The effect of repeated injec- 
tions of bacteriophage alone and of broth alone were studied. 
3. Purulent arthritis was produced in both knees with sub- 
sequent repeated injections of bacteriophage into the left knee, 
the right remaining as a control. 4. Bacteria suspended in broth 
were injected into the right knee, and into the left knee the 
same dose of bacteria suspended in bacteriophage was injected; 
no subsequent bacteriophage treatments were given. 5. Dogs 
were treated as in series 4, but with a more potent bacterio- 
phage. 6. A bacteria-bacteriophage mixture incubated for vary- 
ing lengths of time before the injections were made was injected 
into the left knee, while bacteria alone were injected into the 
right knee as a control. The experiments establish the follow- 
ing facts: 1. Acute suppurative arthritis can be produced in 
the dog’s knee with the staphylococcus, the lesion showing a 
tendency to subside spontaneously and the duration of the infec- 
tion varying in different dogs. 2. Repeated injections of bac- 
teriophage alone into the knee joint of a normal dog are not 
without some danger of the formation of mild acute synovitis. 
3. Repeated injections of broth alone into the normal knee cause 
no such arthritis. 4. Bacteriophage is useless as the sole means 
of protecting a joint against a closed suppurative arthritis. 
5. The failure of bacteriophage to act in such a situation is 
due to complicated biologic reactions not elucidated by this 
series of experiments but probably in great part related to the 
inactivation of bacteriophage by body fluids. 6. The presence 
_of serum “antiphage” does not exert any deleterious influence 
on the outcome of such experiments. 


Journal of Nutrition, Philadelphia 
10: 233-350 (Sept. 10) 1935 

New Toxicant Occurring Naturally in Certain Samples of Plant Food- 
stuffs: XI. Effect of Feeding Toxic and Control Foodstuffs Alter- 
nately. K. W. Franke, Brookings, S. D.—p. 233. 

*Iron Requirement of Normal Human Adult. G. E, Farrar Jr. and 
S. M. Goldhamer, Ann Arbor, Mich.—-p. 241. 

Metabolism in Rat of Naturally Occurring Arsenic of Shrimp as Com- 
pared with Arsenic Trioxide. E. J. Coulson, Washington, D. C.; 
R. E. Remington and K. M. Lynch, Charleston, S. C.—p. 255. 

Nutritive Value of Animal Tissues in Growth, Reproduction and Lacta- 

_tion: III. Nutritive Value of Beef Heart, Kidney, Round and Liver 
After Heating and After Alcohol Extraction. W. H. Seegers and 
H. A. Mattill, lowa City.—p. 271. 

Some Effects of Cod Liver Oil and Wheat Germ on Retention of Iron, 
Nitrogen, Phosphorus, Calcium and Magnesium During Human Preg- 
nancy. Callie Mae Coons and R. R. Coons, Stillwater, Okla.—-p. 289. 

Food Value of Ethyl Alcohol. H. H. Mitchell, Urbana, Ill.—p. 311. 

Study of Iron Metabolism with Preschool Children. Leah Ascham, 
Experiment, Ga.—p. 337. 

Rat’s Milk and Stomach Contents of Suckling Rats. 
Columbia, Mo.—p. 343. 


Iron Requirement of Normal Adult.—Farrar and Gold- 
hamer observed a healthy man, aged 26, who carried on his 
usual duties as a graduate student for 316 days on a diet with 
an average daily iron content of 4.9 mg. During the last thirty- 
one days of this period the subject was in iron balance when 
the diet contained 5.2 mg. of iron daily. The blood hemo- 
globin, blood iron and red blood cell levels were within normal 
limits. Two other male subjects were likewise in iron balance 
after four and five months on diets containing 7.1 and 7.8 mg. 
of iron daily, respectively, and their blood contained normal 
amounts of hemoglobin and red blood cells. A young woman 
living for more than a month on a diet containing 9.1 mg. of 
iron daily was in iron balance during the intermenstrual phase. 
The total menstrual blood loss represented 33 cc. of the sub- 
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ject’s blood. Normal urinary iron amounts to about 0.02 mg. 
per hundred cubic centimeters of urine. These observations, 
together with those in the previous literature, indicate that the 
iron requirement of the normal adult male is not more than 
5 mg. daily. 


Medical Bull. of Veterans’ Adm., Washington, D. C. 
12: 111-220 (Oct.) 1935 

Experiences with Collapse Therapy. J. J. Beatty.—p. 111. 

Spinal Anesthesia: Ten Year Study. M. Shimberg.—p. 117. 

Regional Anesthesia. G. E. Pfeiffer.—p. 129. 

Psychoses of Presenium. J. H. Baird.—p. 135. 

Narcolepsy. H. W. Baxley.—p. 143. 

Detelectasis. W. H. Watterson.-—p. 149. 

Myocardial Failure. R. J. Coney.—p. 154. 

*Food Poisoning in Hospitals and Domiciliary Institutions. 

159, 


P. B. Matz. 


Diathermy in Treatment of Pneumonia. F. W. Schwarz.—p. 167. 

Blood Sedimentation Test in Pulmonary Tuberculosis. F. Shoemaker. 
—p. 168. 

Postgraduate Training of Physicians of Veterans’ Administration. 
Beardsley.—p. 170. 

Identification of X-Ray Films in Court Trials. 

Pulmonary Abscess. H. H. Gallatin.—p. 178. 


H. A. Bardwell.—-p. 173. 


Food Poisoning in Hospitals.—Matz stresses the fact that 
insistence on personal cleanliness of the employees of the 
dietetic department of hospitals and domiciliary institutions is 
an insurance against outbreaks of food poisoning. It is essential 
that food handlers be instructed to scrub their hands with soap 
and water prior to the preparation of meals or the handling 
of food. As a means of preventing outbreaks, all food handlers 
should be examined periodically to ascertain whether or not 
they are carriers of the bacteria that are commonly found in 
cases of food poisoning. Employees found to be such carriers 
should be promptly transferred from the dietetic department. 
The elimination of rodents, vermin and flies from the kitchens 
and dining rooms will prevent food poisoning, as they are 
carriers of bacteria, commonly the cause of such outbreaks. 
Insufficient refrigeration of cooked or uncooked foods is a 
frequent cause of food decomposition and outbreaks of food 
poisoning. Cooked or uncooked foods, as well as pastries, 
should not be left uncovered and at room temperature, thus 
inviting bacterial contamination and bacterial growth. The 
principal Salmonella group of organisms found in cases of 
outbreaks of food poisoning are Salmonella aertrycke (Bacillus 
paratyphosus B) of animal origin, Salmonella enteritidis of 
Gartner and Salmonella cholerae-suis. In addition the staphylo- 
coccus, streptococcus and Clostridium botulinum are frequent 
bacterial contaminants of foods. All these organisms are capa- 
ble of generating toxins that may contribute to the symptoms 
which usually accompany outbreaks of food poisoning. A review 
of the four outbreaks recorded by the author indicates that the 
principal factor responsible for the poisoning was insufficient 
refrigeration of various foods. There is a possibility that one 
outbreak was caused by staphylococci, which were found under 
the fingernails of food handlers. 


Michigan State M. Society Journal, Grand Rapids 
B34: 521-574 (Sept.) 1935 


Carcinoma of Uterus: + Diagnosis and Treatment. W. D. 
Fullerton, Cleveland.— : 

Tuberculosis in S. Brachman, Detroit.--p. 529. 

Acute Cataracts: Presumably Due to Dinitrophenol Therapy. B. F. 


Glowacki, Detroit.—p. 535. 
*Bitterling Pregnancy Test. 
. 536. 


R. G. Owen and H. E. Cope, Detroit. 


Recurrent Vomiting. T. D. Gordon, Grand Rapids.—p. 537. 

Outbreak of Typhoid Fever Due to Carrier. C. H. Benning, Royal Oak. 
—p. 541. 

Proper Treatment of Concomitant Convergent Strabismus. 
Detroit.—p. 543. 


Aeroplane View of Medical Practice in Europe. 
—p. 546. 

Bitterling Pregnancy Test.—Owen and Cope were unable 
to confirm the results of the bitterling pregnancy test reported 
by Kanter, Bauer and Klawans. Strongly positive results were 
obtained with seven out of twenty fish tested with specimens 
from nonpregnant women. These false positives occurred chiefly 
in premenstrual and postmenstrual specimens. Interval speci- 
mens were usually negative. False positive results were 
obtained with five out of sixteen fish tested with male urines. 


L. J. Croll, 


L. J. Gariepy, Detroit. 
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New England Journal of Medicine, Boston 
213: 505-550 (Sept. 12) 1935 
Physics of High Frequency Currents as Used in Medicine—Diathermy, 
Radiothermy and the Electric Knife. E. L. Chaffee, Belmont, Mass. 
—p. 505. 
Therapeutic Use of Short Wave Currents. 
Schwarzschild, New York.—p. 509. 
Diagnostic Possibilities in Soft Tissue ediaiveshy. 
York.—p. 517. 
Routine Vision Testing of School Children: 
J. J. Regan, Boston.—p. 519. 
*Arsenic in Human Tissues and Food Animals: I. 


Ww. Bierman and M. 
J. R. Carty, New 
Plea for Standardization. 


So-Called Normal 


Arsenic. W. F. Boos and A. B. Werby, Boston.—p. 520. 
Trichinosis in Boston. W. W. Spink and D. L. Augustine, Boston. 
—p. 527, 


Trichiniasis Among Jews. H. Morrison, Boston.—p. 531. 
Energy Requirement in Strenuous Muscular Exercise. H. T. Edwards, 
A. Thorndike Jr. and D. B. Dill, Boston.—p. 532 


213: 551-592 (Sept. 19) 1935 

Treatment of Compound Fracture of Skull: Study of One Hundred and 
Eighty-Five Cases. D. Munro, Boston.—p. 551 

Lead Encephalitis Due to Tri-Ethyl Lead: Report of Case. 
Bowman and P, M. Howard, Boston.—p. 559. 

Adjustments During Four Years of Patients Handicapped by Poliomye- 
litis. Ellen H. Barbour, Lexington, Mass.— 

Method of Repair of Femoral Hernias by Fascial Strip ‘from Aponeurosis 
of External Oblique Muscle. G. A. Marks, Boston.—p. 565. 

Congenital C. F. McGill, 
—p. 567. 

Progress in Laryngology. 


K. M. 


Pyloric Obstruction. Portsmouth, N. H. 


L. A. Schall, 


Arsenic in Human Tissues and in Tobacco.—Boos and 
Werby find that all hair contains arsenic; that is to say, 
arsenic determinable by ordinary forensic analysis. This arsenic 
is being constantly excreted by the hair, which constitutes an 
important organ of elimination for this poison, but the expulsion 
of arsenic by hair is a comparatively slow process at any time. 
The arsenic is taken up by the roots of the hair, where it is 
fixed, and, as the hair grows, any of the metal that has been 
absorbed grows out with it. They believe that the only logical 
answer to the increased amount of arsenic in the hair is that 
the food which we eat today contains more arsenic than was 
formerly present in food. Remington has noted that the 
arsenic of the body is usually attributable to food, because of 
(1) chemical treatment in manufacture, (2) absorption by plants 
from the soil, (3) presence in sea food and (4) the widespread 
use of arsenical sprays in America. Headden found that our 
virgin soils contain from two and one-half to five parts per 
million of arsenic and the underlying marl from four to fifteen 
parts, and that the crops grown on such soils, and the animals 
fed on these crops contain arsenic. The arsenic content of 
American cod liver oils offers some startling information. 
Holmes and Remington in their examination of twenty samples, 
comprising six geographic types, found very high amounts of 
arsenic. The average arsenic content of the oils is calculated 
to the trioxide and was found from 1.8 to 4.4 parts per million. 
The examination of human bone in poisoning cases showed that, 
when the individual lived only a few hours, the amount in the 
bone was quite small, whereas the bone of patients who had 
lived several days showed a substantial quantity of arsenic. A 
study of the bones of food animals, purchased at a market, 
showed quite high figures, particularly the bones of beef cattle. 
Two popular pipe tobaccos and two well known cigaret tobaccos 
were examined and it was found that tobacco (pipe) A con- 
tained 13.3, tobacco (pipe) B 9.5, tobacco (cigaret) C 11 and 
tobacco (cigaret) D 9 parts of arsenic per million. 


Boston.—p. 574. 


Philippine Journal of Science, Manila 

57: 1-148 (May) 1935. 

Notes on Philippine Mosquitoes, II: 
Manila.—-p. 63. 


Psychoanalytic Quarterly, Albany, N. Y. 
4: 371-536 (July) 1935 
Quantitative Dream Studies: Methodological Attempt at a 
Evaluation of Psychoanalytic Material. F. Alexander and G. 
Wilson, Chicago.—p. 371. 
Psychoanalytic Study of Significance of Self Mutilations. 
ninger, Topeka, Kan.—p. 408. 
Primal Scene, Play and Destiny. 
p. 467. 


Partial Index 
Uranotaenia Group. F. E. Baisas, 


K. A. Men- 
G. H. Graber, Stuttgart, Germany. 
Note. 


eee” <a of Organic Symptoms: L. J. Seul, 


nacuiien in a Virgin. W. Briehl and E. W. Kulka, New York.—p. 484, 


Chicago.— 
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Public — Reports, Washington, D. C. 
: 1211-1238 (Sept. 6) 1935 
Further Studies on poets of Dibenzanthracene Tumors in Pure 
Strain and Stock Mice. H. B. Andervont.—-p. 1211. 
Acute Response of Guinea-Pigs to Vapors of Some New Commercial 
Organic Compounds: VIilI. Butanone. F. A. Patty, H. H. Schrenk 
and W. P. Yant.—p. 1217. 


Review of Gastroenterology, New York 
2: 187-278 (Sept.) 1935 
The Gallbladder Problem. M. E. Rehfuss, Philadelphia.—-p. 187. 
*Study of Effects of Long Continued Basic and Acid Diet. J. C. Doane, 
Philadelphia.—p. 194. 
Tuberculous Ulcer of Stomach: Report of Case with Necropsy Findings. 
D. M. Grayzel, New Haven, Conn.-—p. 


Gastro-Intestinal Factors in Angina Pectoris. J. B. Wolffe, Phila- 
delphia, and Anna Samuelson, New York.— 
Choline and Gastro-Intestinal Tract. B. Jablons and E. Bader, New 


York.—»p. 217. 


Two Diabetic Cases: Study in Social Background. Dorothy E. Flit- 
croft, New York.—p. 222. 

Public Health Nursing in the Health Triangle. Alma C. Haupt, New 
York.—p. 231. 


Effects of Long Continued Basic and Acid Diet.—Over 
a period of approximately six weeks Doane studied the effect 
of basic diets on the acid-base regulatory mechanism, gastric 
acidity and chemical change of patients with arthritis, hyper- 
acidity and gastric ulcer. With diets predominatingly basic to 
a high degree, urine fu rose with maximal effects in some 
cases after the third week. The plasma carbon dioxide com- 
bining power and the blocd pu resisted any change except to a 
minor degree. Gastric acidity was reduced in one patient, but 
little or not at all in the other patients. Clinical improvement 
was particularly noted in one patient with arthritis characterized 
by lessened joint pain and beneficial effect on constipation and 
other intestinal symptoms. The effect of diets high in excess 
acid ash were studied on patients with achlorhydria and achylia, 
including a group of five patients with pernicious anemia. In 
one patient with arthritis and achlorhydria there was a definite 
return of free hydrochloric acid. No definite change was noted 
in other cases of achlorhydria or achylia with pernicious anemia. 
Though consistently acid urines were obtained on this diet, no 
constant change in blood pu was noted. An occasional lowering 
of the plasma carbon dioxide combining power was noted with 
no change in the blood pu, an indication of moderate com- 
pensated acidosis. The use of foods high in excess acid ash 
and iron is recommended for cases of hypochromic anemia with 
achlorhydria. A control group of patients receiving alternating 
basic and acid meals was observed. Though basic ash tended 
to exceed acid ash in these patients, little change in urine, blood 
or gastric reaction could be observed. These observations sub- 
stantiated the thought that consistently high basic or acid diets 
for prolonged periods are necessary before demonstrable changes 
are to be expected. The separation of the ingestion of basic 
and acid foods from meal to meal has no scientific basis to 
support it as a therapeutic measure dependent on restoration 
and maintenance of the acid base equilibrium of the body. 


Rhode Island Medical Journal, Providence 
18: 129-146 (Sept.) 1935 
Study of Nasal Infections. J. N. Fishbein and E. J. Staff, Providence. 
129. 


South Carolina Medical Assn. Journal, Greenville 


31: 145-166 (Aug.) 1935 


The Pediatrician Looks at the Tonsil. R. M. Pollitzer, Greenville. 
—p. 145. 

Differential Diagnosis of Bright’s Disease. J. A. Bradley, Florence. 
—p. 151. 


Southwestern Medicine, Phoenix, Ariz. 
19: 301-330 (Sept.) 1935 
Calcium Metabolism and Its Réle in Healing $ Diseased and Injured 
Tissues. J. W. Flinn, Prescott, Ariz.—p. 30 
The Juvenile Osteochondrodystrophies. E. Johns, Albuquerque, 
—p. 306 
Interpretation of Blood Cholesterol Determinations. 
Ariz.—p. 311. 
*Unusual Allergenic Property of ar and Decomposed Proteins. 
. H. Brown, Phoenix, Ariz.—p. 314 


R. Davison, Tucson, 


Unusual Allergenic sce of Autolyzed and Decom- 
posed Proteins.—Brown states that autolyzed, fermented or 
decomposed proteins are more prone to act as allergens than 
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are fresh, unchanged proteins or normally digested proteins. 
Fresh foods may undergo spoiling in the alimentary canal before 
they have had a chance to undergo normal peristalsis. It would 
seem that in certain cases a mild intestinal stimulant taken with 
food may prevent allergic reactions by stimulating peristalsis, 
mixing food and alimentary canal secretions, allowing normal 
digestion and inhibiting bacterial putrefaction. Green fruits 
and vegetables as ordinarily obtained have had hours of expo- 
sure to temperatures that promote chemical change. Canned 
fruits and vegetables are probably generally taken with more 
or less dispatch from the picking to the cannery, where little 
time is supposedly lost in getting them into the can. This may 
be an argument for canned overfresh fruits and vegetables— 
unless they really are fresh. The long time that cereals are 
kept before they are consumed may have something to do toward 
promoting sensitizations to them. 


Tennessee State Medical Assn. Journal, Nashville 
28: 361-402 (Sept.) 1935 

The Failing Heart. C. B. Laughlin, Greeneville.—p. 361. 

Brucella Infection (Undulant Fever, Abortus Fever, Malta Fever), with 
a Survey of Cases Occurring in Memphis and Shelby County-——-1934. 
W. R. Blue, Memphis.—-p. 365. 

Ocular Tuberculosis—Tuberculin, R. J. Warner, Nashville.—p. 376. 

Version: Its Indications and Advantages. G. W. Stone, Knoxville. 
—p. 382. 

Renal Dwarfism. P. C. Elliott, Nashville.—p. 386. 

Urologic Problems in Children of Interest to the General Practitioner. 
G. R. Livermore, Memphis.—p. 


Texas State Journal of Medicine, Fort Worth 
31: 307-364 (Sept.) 1935 
—s As We Comprehend It. <A. C. Broders, Rochester, Minn.— 
312 
Early Diagnosis of Cancer of Cervix and Body of Uterus. T. A. 
Pressly, San Antonio.——p. 316. 
Surgery in Carcinoma of Uterus, Cervix and Body. 
Houston.—p. 318. 
X-Rays and Radium in Treatment of Carcinoma of Cervix and Fundus. 
R. H. Millwee, Dallas.—p. 321. 
Cancer of Uterus from the Pathologist’s Point of View. 
Dallas.—p. 324. 
Modern Refinements in Cataract Extraction. 


A. L. McMurrey, 


J. L. Goforth, 
R. K. Daily, Houston.— 


p. 330. 

Persimmon Phytobezoar in the United States. F. Y. Durrance, Houston. 
—p. 336. 

Uterine Hemorrhage: Its Pathology and Clinical Significance. B. F. 
Stout and D. A. Todd, San Antonio.—p. 340 

*Use of Sclerosing Solution in Cure of Chronic Sinuses. M. W. Sher- 


wood, Temple.—p. 347. 


Sclerosing Solution in Treatment of Sinuses.—Sher- 
wood states that in 1933 Cutler and Zollinger called his atten- 
tion to the use of sclerosing solution in the treatment of cysts 
and fistulas. During his work in the empyema service in the 
government hospitals during the World War he used 20 per 
cent bismuth and cottonseed oil in empyema cavities and 
branchial fistulas to outline the cavities and the fistulas. He 
found that in practically every instance of chronic empyema 
the bacterial count was rapidly lowered by these injections, 
even more so than with the use of standardized surgical solu- 
tion of chlorinated soda. He also found that a number of 
branchial fistulas healed rapidly in some instances and slowly 
in others from the bismuth and cottonseed oi! injections. Since 
then he has tried this in other sinuses and fistulas about the 
bédy with surprisingly good results. Two of the cases that 
he reports, in which the repeated injections of bismuth had 
failed, led to the trial of the modified Carnoy’s solution, as 
suggested by Cutler and Zollinger. Since then he has cured 
several patients and is trying this treatment in other cases; 
sufficient time has not elapsed to justify presenting the end 
results. 


West Virginia Medical Journal, Charleston 
31: 437-484 (Oct.) 1935 

Our Changing Times. M. Fishbein, Chicago.—p. 437. 

Evolution of Otolaryngology as a Medical Specialty. J. E. Brown Sr., 
Columbus, Ohio.—p. 448. 

Anesthetic Hazards in Patients with Heart Disease. D. C. Ashton, 
Beckley.—-p. 458. 

Diagnosis and Treatment of Carcinoma of Rectum. A. E. Weinstein, 
Steubenville, Ohio.—p. 461. 

Presacral Neurectomy for Certain Vesical Conditions. 


O. H. Fulcher, 
Welch.—p. 465. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Children’s Diseases, London 
32: 163-240 (July-Sept.) 1935 

Contribution to Epidemiology of Acute Poliomyelitis. 
—p. 163. 

Neurologic Complications of Varicella: Clinical and Epidemiologic Study. 
E. A. Underwood.—p. 177. 

Analysis of Over Four Thousand Cases of Educational Deafness Studied 
During the Past Twenty-Five Years. M. Yearsley.—p. 196. 


H. Wennerberg. 


British Journal of Physical Medicine, London 
10: 57-72 (Aug.) 1935 
Rheumatoid Arthritis: Its Etiology and Treatment by Diathermy. 
Robinson.—p. 


Restoration of Skin Function by Octozone Therapy. 
—p. 63. 


C. A. 


Sheila Macpherson. 


British Medical Journal, London 
2: 439-484 (Sept. 7) 1935 
Injuries to Semilunar Cartilages. C. A. Pannett.—p. 439. 
Addiction to Endocrine Gland Extracts. S. W. Patterson.—p. 442. 
*Essential Purpura Haemorrhagica. B. Myers.—-p. 445. 
High Blood Pressure: Note. J. Hartsilver.—p. 449 
Scarlet Fever: Attempted Immunization in Public School. 
priere.—p. 450. 

Chronic Amebiasis and Chronic Appendicitis. W. 


L. R. Lem- 


Wilkinson.—p. 452. 


Essential Hemorrhagic Purpura.—Myers points out that 
in essential hemorrhagic purpura the spleen is not enlarged 
clinically or as seen at operation or after examination by the 
pathologist. There may be cases in which the spleen is enlarged 
temporarily. The presence of thrombocytopenia, increased 
bleeding time, from twenty to thirty minutes or even ninety 
minutes or more in rare cases, and a positive capillary resis- 
tance test are valuable aids in the diagnosis of essential hemor- 
rhagic purpura. The blood coagulation is practically normal, 
in marked contrast with hemophilia. Acute, chronic and inter- 
mittent forms of essential hemorrhagic purpura are described. 
The disease should always be looked on as serious. <A case 
that may not appear to endanger the life of the individual may 
terminate with tragic suddenness. The author has treated five 
typical cases of essential hemorrhagic purpura, all of which 
have been cured by splenectomy. As a temporary measure in 
severe bleeding from hemorrhagic purpura blood transfusion is 
distinctly valuable, but the good effects are likely to last only 
for from ten to fourteen days. Neither drugs nor thrombo- 
plastic serum are of any real value. Tying the splenic vein 
has been practiced by some, but, if the causative agent should 
prove to be a toxic substance present in the spleen, splenectomy 
is preferable. The usual practice is not to do a splenectomy it 
the red cells are below 2 million per cubic millimeter and only 
then after a blood transfusion. 


2: 485-526 (Sept. 
Hospital Problems. J. Barrett.—p. 485. 
Fractures of Neck of Femur. E. W. H. Groves.—p. 491. 
Radiographic Diagnosis in Diseases of Lungs. J. G. Edwards.—p. 493. 
The Child Guidance Clinic. H. Sutton.—p. 495. 


14) 1935 


*Wire Extension in Treatment of Mandibular Fractures. R. Brooke. 
—p. 498. 

Laryngeal Granuloma Following Intratracheal Intubation. R. B. Gould. 
—p. 499, 


Wire Extension in Treatment of Mandibular Frac- 
tures.—To overcome the eventuality of a displaced position of 
the lower and upper jaws in mandibular fractures when reduc- 
tion is impossible because of local edema and sepsis, Brooke 
has applied the principles in use in the treatment of fractures 
of the long bones: A Kirschner’s wire is passed transversely 
through the symphysis of the mandible and vertical weight 
extension is applied by means of pulleys attached to a Balkan 
frame. The head is held down by webbing straps to the bed. 
It is found that with this form of treatment the patient experi- 
ences great relief from pain and is able to open the mouth 
much more freely almost at once. Liquid food is given at 
first, followed later by soft solids. The extension is left on 
until the local condition in the mouth has improved to such 
a degree that it is possible to fit a dental splint of the usual 
pattern. Not only is there great relief from pain but the position 
of the fractured fragments is greatly improved and alinement is 
restored. 
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Indian Medical Gazette, Calcutta 
7O: 481-540 (Sept.) 1935 

Preliminary Report on Epidemic Dropsy Outbreak in Purulia. 
Chopra and R. N. Chaudhuri.—p. 481 

Ocular Complications of Epidemic Dropsy. E. O. Kirwan.—p. 485. 

Pathology of Epidemic Dropsy. M. N. De and K. D. Chatterjee.—p. 489. 

Cutaneous Manifestations of Epidemic Dropsy: Part I. Clinical Study. 
R. N. Chopra and R. N. Chaudhuri.—-p. 493. 

Id.: Part II. Histopathologic Study. R. N. Chopra, R. N. Chaud- 
huri and D. Panja.—p. 496. 

Observations on Epidemic Dropsy Cases Admitted into the Tropical 
Diseases Hospital from 1922 to 1933. R. N. Chopra and S. N. 
Bhattacharya.—p. 498. 

Incidence of Cerebrospinal Fever in Borstal Institution and Central Jail, 
Lahore, During 1934, with Note on Use of Antimeningococcus 
Prophylactic Vaccine. M. Yacob.—p. 502. 

Short Account of Ten Cases of Eclampsia Treated by Intravenous 
Injections of Magnesium Sulphate. M. M. Nolan.—p. 503. 

Estimation of Minute Quantities of Atabrine in the Blood. R. N. 
Chopra and A. C. Roy.—p. 504. 

Unusual Identification of Explosive. 


R. N. 


N. J. Vazifdar.—p. 506. 


Journal of Pathology and Bacteriology, Edinburgh 
41: 221-372 (Sept.) 1935 

Pulmonary Artery Thrombosis with Ayerza’s Syndrome: 
Montgomery.—p,. 221. 

Experimental Production of Sarcoma in Rats and Mice by Colloidal 
Aqueous Solution of 1: 2:5: 6-Dibenzanthracene. E. Boyland and 
H. Burrows.—p. 231. 

*Pathogenic Bacillus from Fatal Case of Meningitis. 
Gibson.—-p. 

Late Relapses ae" Apparently Spontaneous Cure of Untreated Relapses 
in Experimental Trypanosoma Brucei Infections Treated by Chemo- 
therapeutic Agents. C. H. Browning annd R. Gulbransen.—-p. 253. 

Relation of Oligocytes and Astrocytes in Cerebral Tumors. Eugenia 

A. Cooper.—p. 2 

*Liver Changes in Exophthalmic Goiter. 
Karunaratne.—p. 267. 

Liver Regeneration and Biliary Obstruction. G. R. Cameron.—p. 283. 

Mixed Tumors of Palate: Report of Four Cases. L. J. Davis.—p. 289. 

Suprarenal in Cholesterol Fed Rabbits. W. W. Kay and R. Whitehead. 
—p. 293. 

Staining of Fat with Sudan IV. 
p. 303. 

Involution of Permanent Cortex of Rabbit Suprarenal by Fatty Change. 
R. Whitehead.—p, 305 

Mitochondrial Changes in Autoplastic Liver Transplants. 
—p. 311. 

Histologic Changes in Organs of Rats Injected with Estrone Alone 
or Simultaneously with Estrone and Testicular Hormone. V. Koren- 
chevsky and M. Dennison.—p. 323. 

*Change in Basophil Cells of Pituitary Gland Common to Conditions 
Which Exhibit Syndrome Attributed to Basophil Adenoma. - <4 
Crooke.—p. 339. 

Lympho-Epithelioma of Thymus. 


Case. G. L. 


J. 


G. R. Cameron and W. A. E. 


W. W. Kay and R. Whitehead.— 


E. S. Duthie. 


T. T. Wu.—p. 351. 


Diphtheroid Bacillus from Fatal Case of Meningitis. 
—Gibson describes a fatal case of meningitis due to an organ- 
ism resembling that (Corynebacterium parvulum) described by 
Schultz and his co-workers. The lesions produced appear to 
have resulted from invasion by a nontoxigenic type of diph- 
theroid bacillus. A study has been made of its morphologic, 
cultural and biochemical characters and of its pathogenicity. It 
is highly virulent for rabbits, guinea-pigs, rats and mice and 
its effect is not neutralized by the antitoxins of Corynebacterium 
diphtheriae or Corynebacterium ovis. Efforts to demonstrate 
an exotoxin have failed and indirect evidence has been presented 
suggesting that the pathogenic effects are not due to toxic 
action. 

Liver Changes in Exophthalmic Goiter.—Cameron and 
Karunaratne attempt to show by grouping their thirty cases 
that a certain proportion of fatal exophthalmic goiter cases 
(about two out of three) display changes of the liver inde- 
pendently of passive venous congestion. They find it possible 
to distinguish between cases in which passive venous congestion, 
usually the result of cardiac failure, is primarily responsible 
for the pathologic alterations and those in which the changes 
are independent of stasis. The latter, however, may be com- 
plicated by venous congestion. In their thirty cases, ten showed 
various grades of “nutmeg” liver; of the remaining twenty, 
six presented some evidence of stasis also. Fatty change has 
been an almost constant finding (twenty-six cases), and they 
attach little significance to it. When it is associated with 
definite necrosis, they regard the resulting condition as evidence 
of a severe toxemia and in all probability the basis of the more 
chronic changes, which they have called atrophy and cirrhosis. 
They consider that the cases with chronic changes of atrophy, 
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fibrosis and regeneration form a group in which the frequency 
of occurrence and the constant pathologic picture must 
related causally to the complex of exophthalmic goiter. They 
recognize three types of change in the liver associated with 
exophthalmic goiter: (1) cases with acute damage (marked 
fatty change and/or acute liver necrosis), (2) cases with evi- 
dence of progressive damage (various stages of cirrhosis), and 
(3) arrested cases (nodule formation; atrophy). 

Hyaline Change in Basophil Cells of Pituitary.— 
Crooke discusses a hyaline change in the basophil cells of the 
pituitary gland that does not appear to be an expression of 
cell degeneration in the ordinary sense but is probably an 
expression of altered physiologic activity. It was found in 
slight amount in a few basophil cells of the anterior lobe in 
only nine out of some 350 pituitary glands from various con- 
ditions in which the syndrome attributed to basophil adenoma 
was absent. Its presence in examples of the different conditions 
in which it was thus found was inconstant and exceptional. 
It was found in large amount in many basophil cells in the 
acini of the anterior lobe in all twelve available examples of 
the’ syndrome attributed to basophil adenoma, whether this was 
associated with a basophil adenoma, a neoplasm of the thymus 
or a neoplasm or hyperplasia of the adrenal cortex. Analysis 
shows that this conspicuous amount of hyaline change was the 
only abnormality common to all twelve examples of the syn- 
drome, and it is concluded that it is the abnormality of funda- 
mental significance. 


Lancet, London 


2: 539-592 (Sept. 7) 1935 


Chronic Constrictive Pericarditis (Pick’s Disease): Treated by Peri- 
cardial Resection. P. D. White.—p. 539 
*Observations on Anemia in Chronic Rheumatic Diseases. D. H. Collins. 


—p. 548. 
Simple Ulcer of Large Bowel. 
Observations on Chorea: 


R. A. Kerr.—p. 550. 
Environmental Factor. G. F. Walker.—p. 553. 
Anemia in Chronic Rheumatic Diseases.—Collins has 
observed twelve patients with chronic rheumatism and a severe 
or moderate anemia, who were given massive doses of iron and 
observed for periods up to twenty-one days; seven totally failed 
to respond and only two showed any marked improvement. 
Anemia, due to a diminished hemoglobin content of the blood 
with a relatively insignificant fall in the red cell count, is com- 
mon among patients having chronic rheumatic conditions. The 
more severe degrees of anemia are seen almost entirely in cases 
of atrophic (rheumatoid or “infective”) arthritis. Deficient 
gastric secretion is not a constant factor in the production of 
anemia in these cases. Anemia of equal severity is encountered 
in cases with normal fractional test meal curves, as in cases 
with deficient acid secretion. There is no specific anemia accom- 
panying the chronic rheumatic conditions. The anemia is a 
simple hypochromic one secondary to the disease process. 


2: 593-646 (Sept. 14) 1935 
Perforation of Esophagus by Swallowed Foreign Bodies. J. E. G. 
McGibbon, with radiologic notes by J. H. Mather.—p. 593. 
Chronic Constrictive Pericarditis (Pick’s Disease) Treated by 
cardial Resection. P. D. White.—p. 597. 
Treatment of Obesity. J. H. Anderson.—p. 694. 
Observations on Biliary Drainage. T. Hunt.—p, 608. 
Agranulocytic Angina: Case. B. J. Boulton.—p. 610. 
*Right-Sided Eventration of Diaphragm: Notes on Case. F. G. Nicholas 
and A. M. Nussbrecher.—p. 611. 
*Acetylsalicylic Acid (Aspirin) Poisoning. S. C. Dyke.—p. 613. 
Papilledema Caused by Cervical Cord Tumor. D. Pa —p. 614. 
Right-Sided Eventration of Diaphragm.—Nicholas and 
Nussbrecher report a case of right-sided eventration of the 
diaphragm in the differential diagnosis of which paralysis of 
the diaphragm, eventration, hernia and absence of the right 
half of the diaphragm was considered. The negative history 
and the roentgenographic and clinical observations ruled out 
the first, and the roentgenogram showing an unbroken dome 
of the right side of the diaphragm eliminated the third and 
fourth possibilities. Therefore the diagnosis of right-sided 
eventration was the only other possibility and it was concluded 
that it was of congenital origin. The authors warn against 
indiscriminate needling of the chest in obscure cases, because 
there is great danger of perforating a viscus unless eventra- 
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tion or hernia of the diaphragm has been eliminated. The 
condition gives rise to hardly any symptoms, and the likelihood 
of serious disability in the future appears remote. 

Acetylsalicylic Acid Poisoning. —Dyke describes a case 
of poisoning by acetylsalicylic acid in which the clinical mani- 
festations pointed to a profound disturbance of metabolism and 
to toxemia with a heavy incidence on the higher nervous cen- 
ters. In the early stages the extreme hyperpnea was a marked 
feature. If the hyperpnea had been due to actual liberation of 
acid radicals from the ingested compound, it might have been 
supposed that the urine would be strongly acid; but the urinary 
fu was found to range from 5.8 to 6.4. Evidence of the wide- 
spread nature of the toxemia was afforded by the urine, which 
showed (in addition to acetone) bile salts, albumin and granular 
casts, which made it evident that both the liver and the kidneys 
were damaged severely. Albumin was present at first in large 
amount and on the fifth day was still present in traces; bile 
salts remained present in fair amount throughout the period of 
observation. The temperature ranged from normal to 101 F. 
during the first four days. No physical signs indicative of 
inflammation that might account for the pyrexia could be found. 
The obvious indications for treatment were to correct the dehy- 
dration, combat the acidosis and support the liver against fur- 
ther damage. To this end dextrose-containing fluids were 
pushed in every possible way. The beneficial effect of lumbar 
puncture was striking; on both occasions on which it was per- 
formed it was followed by a sudden and definite improvement 
in the general condition. The very strong reaction with ferric 
chloride given on both occasions by the cerebrospinal fluid 
would indicate the presence in it of large amounts of the drug, 
and it is reasonable to suppose that benefit was due to removal 
from contact with the central nervous system of fluid saturated 
with the noxa. The beneficial effect of drainage of the cere- 
brospinal fluid in the present case is in conformance with gen- 
eral experience in barbiturate poisoning, in which also the noxa 
is taken up in large amount by the fluid. 


South African Medical Journal, Cape Town 
9: 549-584 (Aug. 24) 1935 
Heart Pain. E. E. Wood.—p. 551. 


Effect of Compulsory Segregation of Lepers in Basutoland. 
Strachan.—p, 554. 
Eclampsia: I. 


P. D. 


Incidence and Etiology. A. I. Goldberg.—p. 556. 


Id.: Il. Eye Changes During Pregnancy, with Especial Reference to 
Eclampsia. J. S. du Toit.—p. 559, 

Id.: ILI. Treatment of Eclampsia. E. C. Crichton.—p. 560. 

Id.: IV. Notes on Eclampsia. A. S. Wells.—p. 562 


Japanese Journal of Gastroenterology, Kyoto 
7: 57-114 (July) 1935 
Existence of Substances Promoting Liver Function in Blood and Urine: 
Report Il. Urine, N. Mizuta and T. Matsuura.—p. 57. 
Quantitative Changes in Enzymes in Liver and in Various Tissues in 
Case of Impaired Renal Functions. S. Murata.—p. 69. 
Significance of Liver for Metabolism of Lactic Acid. I. Ohashi.—p. 88. 
Studies on Metabolism of Inorganic Salts and Water in Hepatic Dis- 
turbances: Report IIf. Metabolism of Inorganic Salts: Perfusion 
Experiment of Extirpated Liver. H. Shigemi.—p. 104. 
Id.: Report IV. Metabolism of Water. H. Shigemi.—p. 111. 


Journal of Oriental Medicine, Dairen, South Manchuria 
23: 9-20 (Aug.) 1935 

Origin of Parietal Branches of Aorta in Chinese. K. Miyashita.—p. 9. 

Biochemical Investigation on Blood Serum After Irradiation with Arti- 
ficial Light: V. Colloid Reaction in Blood Serum After Irradiation 
with Artificial Light. M. Murayama.—p. 11. 

Prophylactic Inhalation Against Scarlet Fever in Adults. G. Ishiyama. 

—p. 12. 

Studies on Scarlet Fever Toxin: III. Purification of Scarlet Fever 
Toxin and Anatoxin: Toxin Production of Scarlet Fever Streptococcus 
in Semisynthetic Mediums. S, Nagata.—p. 13. 

Effect of Ethereal Oil of Allium Scorodoprasum on Blood Picture. T. 
Miyamoto.—p. 14. 

Relationship Between Digestive Absorption and Diet of Unpolished Rice. 
A. Abe, U. Takei, O. Ueno, T. Miyamoto and F, Eté.—p. 15. 

Comparative Studies of Arteriosclerosis Caused by Test Feedings of 
Two Kinds of Thyroid Gland Substances. Kan-Jin-Nan.—p. 16. 

Influence of Blood Transfusion on Function of Reticular Endothelial 
System. M. Okamoto.—p,. 17. 

Effect of Formaldehyde on Serum Protein. A. Abiko.—p. 18. 

Effect of Formaldehyde on Egg Albumin, A. Abiko.—p. 19. 

Effect of legs yt on Toxicity of Histamine, Peptone and Ammo- 
nium Salts. . Abiko.—p. 20. 


iv 


VotumeE 105 
NuMBER 20 


Lyon Chirurgical 
32: 513-639 (Sept.-Oct.) 1935 

*Cystic Disease ts Its Treatment by Estrogenic Substance. 

Iversen.—p. 513 
Complications of yy Arkannikowa.—p. 547. 
poe 9 Sacral Methods in Operation for Rectal Cancer. F. 

Treatment of Cystic Mastitis by Estrogenic Substance. 
—Dahl-Iversen states that the characteristic sign of cystic 
mastopathy is the appearance of cysts of the galactophore canals 
and lobules; all the new growths are irregular, and the peri- 
canalicular and periacinous connective tissues proliferate con- 
siderably and become the site of a round cell infiltration. A 
number of theories have been advanced to explain these changes, 
among them that the primary factor is a dystrophy or senile 
regression of hormone secretion. The author observed the 
effects of ovarian hormones on the breasts of noncastrated 
rabbits and of infant and adult female guinea-pigs. Both 
estrogenic substance and lutein were used in the injections. 
Several results were common to the two substances. The 
hormones caused only a physiologic hyperplasia when admin- 
istered in large quantities. The glandular system dilated 
uniformly and to a greater degree after the administration of 
lutein. The lumens were filled with a homogeneous eosinophile 
secretion. The epithelium kept its normal aspect and neither 
atrophied nor proliferated toward the lumen. Neither the peri- 
canalicular nor the periacinous connective tissues proliferated. 
Dahl-Iversen concludes as a result of these observations on 
fifty-four animals and thirty-three controls that no changes 
comparable to cystic mastopathy result from the administration 
of estrogenic substance or lutein. There is incontestable evi- 
dence, however, that estrogenic substance often has a favorable 
subjective as well as objective effect in human cystic mastopathy. 
The action on the diseased breast, therefore, seems to differ 
from that in the normal animal. 


E. Dahl- 
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Schweizerische medizinische Wochenschrift, Basel 
65: 937-956 (Sept. 28) 1935. Partial Index 
ary and Radiations in Treatment of Cancers. H. Hartmann.— 
937. 


Physical Therapy at Swiss Lakes. P. M. Besse.—p. 
Experimental Studies on Biologic Action of So-Called ‘i Rays. E, 

Jenny, A. Oehler and H. Stauffer.—p. 947. 

New Alkaloid of Ergot. E. Rothlin.—p. 947. 
*Comparison Between Micromethod and Macromethod of Sedimentation 

of Erythrocytes. O. Merkelbach.—p. 949. 

Sedimentation of Erythrocytes.—Merkelbach points out 
that the question is often asked whether a micromethod gives 
just as reliable results as the macromethod in the determination 
of the sedimentation speed of the erythrocytes. The micro- 
method has the advantage of making a venous puncture unneces- 
sary. The author made comparative tests with the Westergren 
method and the micromethod of Langer. On the basis of obser- 
vations on 256 patients, the author reaches the conclusion that 
the micromethod of Langer cannot be the method of choice for 
the determination of the sedimentation speed of erythrocytes, 
for its results differ too greatly from those obtained with the 
Westergren method. The author considers a greater uniformity 
advisable in the determination of the sedimentation speed of 
erythrocytes and for this reason advises adoption of the Wester- 
gren method as the standard method. 


Policlinico, Rome 
42: 1943-1986 (Oct. 7) 1935. Practical Section 


*Cycle of Development of Oxyuris in Intestine of Man. G. Penso.— 


Cyst a Case. G. Muzzarelli.—p. 1950. 

Life Cycle of Oxyuris in Man.—Penso calls attention to 
the importance of the life cycle of Oxyuris, which passes the 
adult and coupling phases of its life in the lumen of the intestine. 
The females, after coupling, perforate the intestine and pass 
from the lumen to the submucous membrane of the intestinal 
walls. There they lay eggs, the larvae of which, after develop- 
ment, perforate the intestinal wall and pass from the sub- 
mucous membrane to the lumen of the intestine for repetition of 
the same cycle. The biologic cycle of Oxyuris lasts twenty 
days. The author proves that there is no auto-infestation by 
Oxyuris. The persistence of the infestation and the difficulties 
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of the treatment are due to the duration of the biologic cycle, 
on the one hand, and to the fact that anthelmintics kill the 
parasites in the lumen of the intestine but cannot act on those 
lodged in the submucous membrane of the intestine, on the other. 
The author believes that good results might be secured by 
administering anthelmintic drugs for three consecutive days, 
at intervals of twenty days. However, because of the possibility 
that different groups of Oxyuris might have their cycles between 
the intervals, it would be preferable to find a drug, perhaps an 
antimonial preparation, which, given parenterally, would have 
a parasitic action on the parasites lodged both in the lumen of 
the intestine and in the intestinal walls. 


Prensa Médica Argentina, Buenos Aires 
22: 1753-1798 (Sept. 11) 1935 


Indications of Rectal and Vaginal Touch in Obstetrics. 
75 
*New Maneuver for Abdominal Examination. 


O. Jurgens. 


A. Mortola.—p. 1760. 


Rare Vertebral Congenital Abnormality, Vavtiben Telescopage: Roent- 
gen and Clinical Study. J. R. Abdala.—p. 1765. 
Anatomoclinical Forms of Pulmonary Syphilis in Adults. D. Vivoli.— 


p. 1770. 


New Maneuver for Abdominal Examination.—Mortola 
describes a maneuver for abdominal examination that consists 
in slipping the parietal layer of the peritoneum over the visceral 
layer by the following technic: The patient is in the dorsal 
decubitus with the abdominal muscles relaxed. The physician 
takes between the thumbs and index fingers of both hands a 
large fold of the anterior abdominal wall at the lower right 
and left quadrants to discover any cutaneous hyperesthesia and 
then exercises traction on the cutaneous folds. When the 
parietal layer slips over the visceral layer in the pathologic 
zone an intense pain is produced. The positive results are of 
value in the diagnosis of chronic conditions of the abdomen, 
especially in chronic appendicitis. In these cases it coexists 
with a positive McBurney sign. The maneuver gives also 
positive results in acute appendicitis and in tuberculous peri- 
tonitis without ascites. The fact that the reaction is positive 
in many cases after appendectomy and becomes negative when 
the peritoneal inflammation subsides proves that the reaction is 
not appendicular but peritoneal. The intensity of the reaction 
is related to the peritoneal inflammatory process. In all cases 
in which the maneuver provoked pain in one or both sides of 
the abdominal surface, unilateral or bilateral lesions of the peri- 
toneum were found at operation. The author performed the 
maneuver in about 130 cases, in twenty-seven of which operation 
was performed. 


Archiv fiir klinische Chirurgie, Berlin 
182: 459-648 (Aug. 26) 1935. Partial Index 
*Substitutes for Blood. Konrich.—p. 459. 
ee gee Studies on Behavior of Cerebral Pressure in Fat Embolism. 
*Is Steceace of Connecting Bridge of Healthy Horseshoe Kidney a 

Justifiable Intervention ? Chwalla.—p. 

Experiences with Physiologic Tendon Transplantation on Feet in 

Poliomyelitis. F. Mommsen.—p. 599. 

Substitutes for Blood.—Konrich points out that in severe 
acute loss of blood the best treatment is blood transfusion. 
However, blood transfusion involves a number of factors, such 
as suitable donors, tests and instruments, the smooth collabora- 
tion of which may be impossible in rural regions or in certain 
emergencies. It would be desirable to find a suitable substitute 
for blood, which could be kept in readiness like other injection 
fluids. The author made tests on 360 rabbits, employing simple 
bleeding as well as the so-called washout experiment. He made 
comparative tests with physiologic solution of sodium chloride, 
a dry and a fluid preparation which, in their composition, corre- 
spond to the blood salts, and Tyrode’s solution and serum. It 
was found that the quantity of blood the loss of which is fatal 
varies greatly; namely, between 1.57 and 4.63 per cent of the 
body weight. The isotonic solution of sodium chloride was 
found to be inferior to all other fluids that were tried. The 
solutions of the blood salts were more favorable, but even their 
efficacy was considerably inferior to that of serum. The efficacy 
of all solutions could be noticeably increased by adding to them 
rabbit erythrocytes removed from the serum. Death from loss 
of blood is not primarily due to heart failure but to failure 
of the respiration, The inadequate filling of the vascular system 


105 
935 


1644 


is not the cause of death, at least not the chief cause. Death 
is caused not so much by a deficiency of erythrocytes as by a 
deficiency in serum. 

Severing the Connecting Bridge of Horseshoe Kidney. 
—Chwalla describes two cases of horseshoe kidney in which he 
performed discission of the isthmus more than ten years ago. 
In these two cases all symptoms of the horseshoe kidney were 
absent ten and fourteen years after the operation. He thinks 
that this proves the suitability of the intervention. His two 
patients were women. 


Deutsche medizinische Wochenschrift, Leipzig 
G1: 1503-1542 (Sept. 20) 1935. Partial Index 
Focal Infection. H. A. Gins.—p. 1503. 


*Clinical Studies on Action of Histidine Therapy in Gastroduodenal 
Ulcers. E.-E. Bauke.—p. 1510 
New 


**Short- of Short Waves in Medical Practice. 
W. Huneke.- 514 
Treatment of Pearioee. G. Schafer.—p. 1517. 

Histidine Therapy in Gastroduodenal Ulcer.—Bauke 
says that, on the basis of observations in forty-six cases, he is 
able to corroborate the favorable results that others obtained 
with histidine in the treatment of gastro-intestinal ulcers. He 
emphasizes that the selection of the cases is highly important, 
because histidine monohydrochloride produces the best results 
in new gastro-intestinal ulcers, whereas it produces as a rule 
only symptomatic effects in the chronic relapsing forms. The 
dosage must be individualized. The number of injections varies 
between eighteen and twenty-five. The administration of his- 
tidine in tablet form is much less effective than the parenteral 
administration, and the combination of oral and parenteral 
medication increases the action only slightly. Cure is indicated 
by disappearance of the subjective symptoms, of the traces of 
occult bleeding and of the roentgenologic signs of niche forma- 
tion and by the increase in weight. The incidence of roentgeno- 
logically demonstrable cicatrization is higher after treatment 
with histidine monohydrochloride than after the formerly cus- 
tomary therapeutic methods. The average increase in weight 
is from 4 to 7 Kg. The gastric secretion and motility are not 
influenced by the histidine treatment. The author recommends 
the therapy for use on a larger material. 

G1: 1543-1582 (Sept. 27) 1935 
*Significance of Intravital Examination of Bone Marrow for Clinico- 

hematologic Diagnosis. N. Henning.—p. 1543. 

Special Forms of Gastrogenic Anemia. K. Wotzka.—p. 1548. 
Essential Hypochromic Anemia. K. Jensen.—p. 1550. 
*Comparison of Thrombocyte Counts According to Fonio and Jurgens. 

F. Gerloff.—p. 1557. 

Intravital Examination of Bone Marrow.—Henning, in 
collaboration with Korth, devised a new method for the 
withdrawal of bone marrow, a diagnostic sternal irrigation. 
Following anesthetization of the skin and of the periosteum, the 
cannula, attached to a record syringe containing 0.5 cc. of the 
irrigation fluid, is pushed vertically into the sternum. After 
trying different types of trocars, the authors found that a 
beveled hollow needle is more effective for the perforation of 
the bone. After the medullary cavity has been reached, irriga- 
tion is begun. The plunger of the syringe is pressed downward, 
which proves easy if the needle is in the correct position. As 
the result of the increased pressure in the medullary space, the 
patient feels a pain. The fluid is forced out and this is imme- 
diately followed by aspiration. A fluid having the appearance 
of leukemic blood appears in the syringe. The cannula is 
removed and the site of puncture is covered by a sterile plaster. 
Preparations are made as in the case of blood smears. The 
authors used in each case May-Griinwald, Giemsa and peroxy- 
dase stains. The advantages of this method are that the cannula 
is simpler because it works without a mandrin; there is no 
time lost in changing the mandrin and attaching the point; 
the hollow needle penetrates the bone readily; the readiness 
with which the irrigation fluid enters indicates the correct posi- 
tion of the instrument; the irrigation tears off a sufficient mass 
of cells so that the puncture fluid appears in the syringe imme- 
diately following the aspiration, and, since the irrigating fluid 
contains anticoagulating substances (finally a solution of sodium 
citrate was used), it is unnecessary to be hasty. The author 
emphasizes that this method is not only more simple but also 
more rapid than the method of Arinkin. After describing the 
tell morphology of the normal bone marrow, he reports the 
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aspects of the bone marrow in the various blood diseases. He 
performed approximately 200 punctures and only once failed 
to obtain marrow. He hopes that the intravital examination of 
the bone marrow will soon acquire a place beside the cytologic 
examination of the blood. The systematic comparison between 
the site of blood formation and the peripheral blood will be a 
great help to pathologic physiology, diagnosis, therapy and 
prognosis. 

Thrombocyte Counts.—Gerloff points out that the literature 
reports more than fifty different methods for the determination 
of the number of thrombocytes. At present the method of Fonio 
is most widely used. However, this method does not reveal 
the correct number of thrombocytes. The author’s comparative 
tests with Fonio’s method and the one described by Jiirgens 
disclosed that the values obtained with these methods stand in 
a ratio of about 1: 2.76, the method of Jiirgens giving the higher 
numbers. He found that the lower numbers detected with the 
method of Fonio are due to the fact that a large percentage of 
thrombocytes are destroyed. He shows that the method of 
Jurgens is a simple and exact method in which the destructive 
influences are limited to a minimum. 


Deutsche Zeitschrift fiir Chirurgie, Berlin 
245: 333-436 (Aug. 28) 1935. Partial Index 
Esophageal Peptic Ulcer. W. Roessler.—p. 333. 
*Use of So-Called Universal Donor in Blood Transfusion. 
me ly Abdominal Displacement of Testes and Malignant Degeneration. 
E. Heinicke.—p. 383 
*Experiments on Function of Greater Omentum, 
Mabuchi.—p. 390 
Significance of Determination of Rest Nitrogen for Clinic of Acute 
Pancreatic Disturbances. F. Bernhard.—p. 398 
Universal Donor in Blood Transfusion.—Hesse says that 
until recently it was generally asserted that persons in blood 
group O are universal donors. A number of authors even sug- 
gested that in time of war only blood of group O should be 
used, so as to make the determination of blood groups unneces- 
sary. The author asserts that recently there has been an 
increase in the number of cases in which hemolysis followed the 
transfusion of blood from a universal donor into a patient with 
another blood group. He found forty-six cases reported in the 
literature, twenty of which were fatal. He emphasizes that the 
transfusion of large amounts of blood (more than 200 cc.) may 
lead to “retrogressive” agglutination and hemolysis, particularly 
if the titer of the donor’s serum is too high compared to the 
erythrocytes of the recipient. Investigations were made on 
the titers of 104 universal donors. In more than 42 per cent 
the titer exceeded 1:32 with the erythrocytes of group A, and 
in more than 32 per cent it exceeded 1: 32 with the erythrocytes 
of group B. The author says that such a titer already involves 
danger of “retrogressive” agglutination. In fourteen cases the 
titer was 1: 128 and in three cases 1: 256. The transfusion of 
blood from a universal donor with a titer of 1:16 causes no 
symptoms. However, in cases in which the titer was high or 
of moderate height, signs of hemolytic shock appeared. In the 
case of transfusion of blood of the same group, the clinical 
observations disclosed no deviations from the normal, whereas 
the transfusion of blood from a universal donor produced con- 
siderable increases in the pulse frequency (up to forty beats). 
This indicates that the nervous system is extremely sensitive 
toward discrepancies in the blood groups. The transfusion of 
blood from universal donors is especially dangerous if the 
recipient belongs to group A, for fifteen of twenty-two cases 
of hemolytic shock were of this group. The author reaches 
the conclusion that there are no universal donors in the strict 
sense of the term and that transfusions should be made only 
within the same blood group. If in case of emergency a univer- 
sal donor has to be used, not more than 200 cc. should be given 
and even then the transfusion is permissible only if the erythro- 
cyte count of the recipient has not gone below two million and 
the titer of the donor’s serum with the erythrocytes of the 
recipient does not exceed 1:16. Of course, if it is a question 
of life and death and only a universal donor is available, the 
lesser of two evils should be chosen and transfusion tried. 
Function of Greater Omentum.—To obtain information 
about the function of the greater omentum, Ueda and Mabuchi 
studied the effect of its extirpation on the organism of animals. 
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First they made histologic studies to determine the changes 
in the abdominal organs following extirpation of the omentum. 
Quite early they found degenerative changes of different degrees 
in the liver, spleen, kidney, mesenterial lymph nodes and 
stomach. Later they observed enlargement and _ proliferation 
of the histiocytes in the liver, spleen and mesenterial lymph 
nodes which they consider vicarious manifestations of the 
reticulo-endothelial system. They describe serologic studies in 
which they observed that rabbits without omentum have a 
higher mortality following the injection of bacterial toxins than 
normal rabbits. Other studies were concerned with the effects 
of the extirpation of the greater omentum on the iron metabo- 
lism of the various organs and on the blood. The authors 
gained the impression that the omentum is a sort of protective 
apparatus against toxic substances and exerts a regulating 
influence on the iron metabolism. The second part of the report 
is concerned with experiments on the function of the greater 
omentum in the metabolic processes. It was observed that in 
rabbits the removal of the greater omentum influences the 
metabolism of the carbohydrates, of the protein bodies and of 
the fat and lipoid substances. The metabolic changes that 
develop following removal of the spleen differ in their patho- 
genesis from those produced by the total extirpation of the 
greater omentum. The omental extirpation causes a certain 
fluctuation in the liver glycogen. The weight decreases grad- 
ually and usually fluctuates in proportion to the glycogen content 
of the liver. 


Klinische Wochenschrift, Berlin 
14: 1345-1376 (Sept. 21) 1935. Partial Index 
Studies on Hormones in Cushing's Disease. A. Jores.—p. 1348. 
Traumatic Origin of Inflammatory Diseases of Nerves. P. Matzdorff. 

—p. 1351. 
as Hemostatic. A. Solé.—p. 1354. 

Sodium Chloride Therapy in Addison's Disease. S. Siwe.—p. 1359. 
lodine Metabolism in Persons with Goiter. L. Scheffer and L. von 

Megay.——p. 1360. 

Human Milk as Hemostatic.—Solé gives a summary 
report of the hemostatic action of human milk, which he dis- 
covered in 1931. Human milk surpasses all other hemostatics 
in vitro as well as in the patient. However, colostrum is 
ineffective and the hemostatic action develops completely 
between the fourteenth and the thirtieth day of lactation, but 
after that it remains practically the same throughout the period 
of lactation. Only the milk of entirely healthy women (with- 
out febrile diseases) should be used. Human milk was found 
to accelerate the coagulability of animal bloods. The principle 
in human milk which effects the acceleration of the coagulation 
adheres to the suspended fat particles and can be separated 
from the milk by centrifugation. This principle is not soluble 
in alcohol, ether or acetone. The author describes a method 
for the preparation of a powder, which contains chiefly the 
coagulating principle and from which aqueous suspensions can 
be prepared. He discusses the properties, the nature and the 
purpose of the coagulating principle in human milk. Human 
milk has a hemostatic effect only when applied locally, whereas 
enteral or parenteral (intramuscular) administration has no 
effect on the coagulation of the blood. The author applies the 
milk by means of iodoform tampons that have been saturated 
with it. The practical results of the local application of human 
milk are demonstrated on the basis of the case histories of 
hemophilic patients (operations and injuries). In such cases 
and in thrombopenic hemorrhages it produced favorable results. 


14: 1377-1416 (Sept. 28) 1935. Partial Index 

*Behavior of Diastolic Venous Pulse Wave in Tachycardia. B. Misske. 
—p. 1381. 

Influence of Ultraviolet Irradiations on Carbohydrate Metabolism. 
A. Marchionini and C. Hévelborn.—p. 1387. 

*Modification of Antigen (Horse Serum) by Ultraviolet Irradiation. 

Kallos and Liselotte Kallés-Deffner.—-p. 1392. 

New Pancreatic Substitution Preparation with Greater Lipatic Action, 

L. Vogel and P. Laeverenz.—p. 1393. 


Diastolic Venous Pulse Wave in Tachycardia.—Misske 
shows that in the venous pulse curve there appears, in addition 
to the a wave, indicative of an auricular contraction, and the 
x wave, as a manifestation of the filling of the right auricle 
during the ventricular contraction, a third elevation (d), which 
Wenckebach designated as the systolic-diastolic marginal wave, 
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or simply marginal wave, because it marks the boundary 
between the evacuation and the filling of the ventricle. The 
author explains the development of this third wave and shows 
that it is of especial diagnostic value. He made investigations 
which convinced him that the behavior of the d wave in tachy- 
cardia is determined by the beat frequency but that the changes 
or deviations in the d wave are not always the same in cases 
of equal pulse frequencies without it being possible to find a 
definite reason for this. Up to a pulse rate of 106 the d wave 
shows no great changes, for these appear only in case of higher 
frequencies. They can be classified into three groups. In the 
first group there may be considerable flattening up to complete 
disappearance. In the second group, d is indicated only in the 
lower course of the systolic declivity, or it is indicated by a 
break-off and to a certain extent it appears as the prolongation 
of the systolic slope. In both groups d is immediately followed 
by the auricular a wave. In the third group d is prematurely 
interrupted by the subsequent a wave, or its peak or its ascend- 
ing branch blends wavelike with the subsequent a wave. That 
in a case of identical pulse frequencies, the deviations of the 
d wave may differ was observed in two cases with frequencies 
of 131. In one of these it was indicated as a breakoff at the 
foot of the systolic slope, whereas in the other it appeared as 
a shallow wave, and in a case with a frequency of 129 it was 
elevated and blended with the subsequent a wave. The author 
describes several characteristic venous pulse curves in tachy- 
cardia. One illustration depicts the curve of the venous pulse 
in exophthalmic goiter. Another outlines the venous pulse in 
tachycardia caused by endocarditis and in which the diastolic 
wave was missing. A third shows blending of the diastolic 
wave with the subsequent presystolic wave in a case of exoph- 
thalmic goiter (caused by iodine) with a pulse frequency of 
140, a prolonged transmission time (PQ 0.22 second) and a 
basal metabolic rate of 83.3 per cent, and a fourth shows the 
venous pulse curve of the same patient when the pulse frequency 
was 120, the PQ 0.21 second and the basal metabolic rate 50 per 
cent. That the deviations of the diastolic wave are caused 
entirely by the accelerated heart action is proved by the obser- 
vation that it becomes more and more shallow with increasing 
cardiac frequency and is only indicated or disappears entirely 
in frequencies of 150 and more. 

Modification of Horse Serum by Ultraviolet Irradia- 
tion.—Kallés and Kallés-Deffner point out that studies by Pick 
and by Landsteiner disclosed that relatively slight changes in 
the chemical structure of antigens produce considerable changes 
in their biologic properties. They describe their own studies 
conducted to determine what effect irradiations with ultraviolet 
rays have on the immunobiologic properties of a protein antigen. 
They found that intensive ultraviolet irradiation, lasting at least 
twenty minutes, is capable of counteracting the shock producing 
action of horse serum, while the neutralization capacity for 
specific antibodies is retained. 
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Annual Report of Tuberculosis Welfare Station in Jena. J. E. Kayser- 
Petersen.—-p. 321. 


*Significance of Early and Regular Examinations for Pathogenesis and 
Course of Cases of Tuberculosis in Families of Patients with Open 
Tuberculosis. Y.-P. Liu.—p. 334. 

Aspects of Tuberculosis in Rural Districts. R. Hess.—p. 349. 

Protective Confinement of Asocial and Antisocial Tuberculous Patients. 
A. Réssler.—p. 358. 

Tuberculosis Contacts.—On the basis of 1,000 cases that 
were under observation in the welfare station for tuberculous 
patients in Jena, Liu demonstrates: 1. The importance of early 
examination of the persons who are in contact with a patient 
who has open tuberculosis. Tabular reports indicate that, if 
these examinations are made early, 0.72 per cent of these persons 
are found to have an infectious tuberculosis, whereas, if these 
examinations are postponed, their number amounts to 19.4 per 
cent. 2. The importance of regular examinations. Compara- 
tive tables indicate that, in case of regular after examinations, 
2 per cent contract an infectious tuberculosis and 3 per cent of 
these terminate fatally. However, if the examinations are not 
made regularly, 16 per cent are found to develop infectious 
tuberculosis and 9 per cent of these end in death 


1646 


Zentralblatt fiir Gynakologie, Leipzig 
59: 2289-2336 (Sept. 28) 1935. Partial Index 
Relations Between Cohabitation and Pregnancy in Young Girls and 

Physiologic Follicle Cycle Indicated Thereby. F. von Mikulicz- 

Radecki and Eva Kausch.—p. 2290. 

Tubal Deformities and Tubal Sterilization. B. Ottow.—p. 2302. 
*Experiences with Chemical Diagnosis of Pregnancy According to 

Kapeller-Adler (Demonstration of Histidine in Urine). K. Stern.— 

p. 2305. 

Diagnosis of Pregnancy by Demonstration of Histidine 
in Urine.—Stern stresses the comparatively small number of 
erroneous results (5.6 per cent) in the urines of nonpregnant 
women, but he concedes that the test gives from 15 to 20 per 
cent of negative results during the early period of pregnancy. 
From this he concludes that the positive reactions are more 
convincing than the negative reactions. In the more advanced 
stages of pregnancy, during which, to be sure, the laboratory 
methods of diagnosis are much less important, the reaction has 
a reliability of 94 per cent. But in spite of the fact that the 
chemical diagnosis of pregnancy by means of the demonstration 
of histidinuria does not attain the same degree of correctness 
as the Aschheim-Zondek reaction, the author does not want to 
reject it. He thinks that it should be used as a preliminary test 
because of its simplicity, inexpensiveness and rapidity, the posi- 
tive outcome in connection with the clinical test making the 
existence of a pregnancy highly probable, whereas the negative 
test could be controlled by an Aschheim-Zondek test. 


Hospitalstidende, Copenhagen 
78: 889-916 (Aug. 27) 1935 

*Further Experiences with Treatment of Hematemesis and Melena with 
Food. A. Rischel.—p. 889. 

Is Creatinine Clearance Expression of Filtration Through Glomeruli? 
(Studies on Elimination of Sugar and Urea.) P. Iversen and T. 
Bjering.—p. 903. 

Retroposition of Colon and Common Ileocolic Mesentery with Torsion: 
Case. K. M. Andersen.—p. 911. 

Treatment of Hematemesis and Melena with Food.— 
Rischel says that, in 220 of Meulengracht’s 256 cases of hema- 
temesis and melena in which food was used for the treatment, 
the hemorrhage is ascribed to ulcerations or erosions in the 
intestinal tract. The mortality was about 1 per cent. Among 
the 206 patients in whom treatment was given up to 1935, 112 
had hematemesis, ninety-four of whom had melena, and ninety- 
four had melena; among 192 patients, 144 were men. There 
were values of pathologic secretion in about 28 per cent of the 
cases with positive roentgenograms and in about 6 per cent of 
those with negative pictures. Definite roentgenologic signs of 
gastric or duodenal ulcer were present in about 30 per cent and 
doubtful signs in about 33 per cent. In a number of the remain- 
ing 37 per cent with negative roentgen results there had been 
constant dyspepsia of more than a year’s duration directly 
before the hemorrhage. History of dyspeptic disorders of more 
than ten years’ standing occurred as often in the cases with 
negative roentgen results as in those with a positive picture, 
suggesting the possibility of chronic ulcer in spite of the nega- 
tive results. The author says that, in addition to the more 
rapid restitution and blood regeneration in the patients treated 
according to Meulengracht than in those treated with inanition 
and to the reduced length of time of rest in bed, greater fre- 
quency of defecation and less tendency to constipation were 
noted; 175 patients were discharged without dyspepsia after an 
exclusive purée diet. Perforation after hemorrhage occurred 
in only two cases, one being a case of peptic jejunal ulcer. 
Blood transfusion is advised in cases of a threatening anemic 
condition. 

78: 917-944 (Sept. 3) 1935 

*Profuse Renal Hemorrhage, with Especial Regard to Cause and Treat- 
ment of Obscure Renal Hemorrhages. O. Mikkelsen.—p. 917. 

Clinical Observations on Effect of Intravenous Injections of a 25 per 
cent Solution of Pyridine Betacarbonic Acid Diethylamide.  T. 
Dalsgaard-Nielsen.—p. 933. 

78: 945-972 (Sept. 10) 1935 

*Profuse Renal Hemorrhage, with Especial Regard to Cause and Treat- 
ment of Obscure Renal Hemorrhages. O. Mikkelsen.—p. 945. 

Umbilical Endometriosis: Case. E. Tglbgll.—p. 963. 

Renal Hemorrhage.— Mikkelsen mentions trauma, cystic 
kidney, floating kidney and hydronephrosis as conditions that 
may lead to vague renal hemorrhage and reviews the causes of 
profuse, continued or intermittent hematuria with or without 
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pain and without other symptoms, or the so-called essential 
hematuria, classifying them on the basis of the literature as 
(1) histologically demonstrable changes in parenchyma, calices, 
papilli and pelvis, and (2) without histologic changes, distur- 
bances of innervation or blood supply, or hemorrhagic diathesis. 
The largest reported number of cases of nephrectomy in obscure 
hematuria show nephritic changes as the cause of the bleeding. 
Only five cases of hypernephroma are reported. The author 
says that immediate nephrectomy is indicated in cases of fulmi- 
nant hemorrhage if the bleeding is assuredly unilateral. In 
other cases the treatment is partly symptomatic, partly directed 
to the assumed underlying cause. Treatment is symptomatic 
in the rare cases of obscure bilateral hemorrhage. Expectant 
treatment is advised in unilateral hematuria; if the bleeding 
does not stop spontaneously, symptomatic treatment should be 
given, possibly medical treatment, as the hemorrhage often 
depends on focal nephritis. On recurrence, instillation of silver 
nitrate in the pelvis may be tried. Protein therapy is sometimes 
effective. The effect of roentgen treatment is doubtful. Usually 
only the milder hemorrhages are affected by bloodless treatment. 
With continued or recurring hematuria decapsulation should be 
considered, which is effective in most cases of nephritic hemor- 
rhages. If hematuria recurs in spite of decapsulation, nephrec- 
tomy is indicated, provided the hemorrhage is surely unilateral. 


78: 973-1000 (Sept. 17) 1935 
*Retroperitoneal Hematomas. C, C. Fleischer-Hansen.—p. 973. 
*Treatment of Anuria with Intravenous Infusion of Hypertonic Sodium 

Sulphate Solution. J. E. Holst.—p. 989 
Acute Delirium, K. Hermann.-—p. 994. 

Retroperitoneal Hematomas.—Fleischer-Hansen reports a 
case of partially calcified perirenal hematoma in which the 
intumescence, originated after trauma, endured for twenty-five 
years without special symptoms. Renal function and urine 
were normal and the pyelogram showed slight changes. Treat- 
ment of a traumatic hematoma as such, he says, is usually not 
indicated, but the true hematoma without other simultaneous 
abdominal lesions may become so large that extraperitoneal 
excision is called for. Complicated organic lesions immediatetly 
after the trauma and possible infection of the hematoma some- 
what later call for surgical treatment. Operation may be 
indicated later, often after years, because of cyst formation, 
pseudohydronephrosis, calcification, deficient resorption or other 
complications. The “spontaneous” nontraumatic hematomas are 
found in the kidney region even more often than the traumatic, © 
and, while not common, are well known. In the reported case 
of unilateral adrenal hemorrhage the patient was admitted eight 
days after sudden onset of violent pain in the left renal region 
with subsequent daily attacks of less intense pain. Operation 
was contraindicated by the patient's extreme exhaustion. 
Necropsy revealed an intumescence the size of a man’s head, 
consisting of coagulated blood, in which was found the normal 
left kidney. Remnants of the left adrenal appeared to be in the 
upper pole of the hematoma. Cirrhosis of the liver and arterio- 
sclerosis of the coronary artery were found.. The hematoma is 
thought to have originated at the time of the first grave attack. 
A diagnosis of perirenal hemorrhage is rarely made, the cases 
being generally regarded as renal tumor, perirenal abscess or 
ileus. Treatment should consist of lumbar incision, drainage of 
the hematoma and possibly nephrectomy. All graver cases 
have been fatal when treated conservatively. The reported 
mortality is about 60 per cent. Better prognosis depends on 
diagnosis. 

Treatment of Anuria with Sodium Sulphate Solution. 
—Holst states that, while the anuria in the two reported cases 
followed an attack of kidney colic and might perhaps be 
described as a “reflective anuria,” there was considerable impair- 
ment of the kidney function with hyposthenuria and, especially 
in the second case, renal insufficiency is believed to have existed 
for a longer period. Treatment with sodium sulphate resulted 
in rapid improvement. 


CORRECTION 


Escherichia Instead of Endamoeba.—In the Current 
Medical Literature in THe JourNnat, October 26, page 1381, 
throughout the title and abstract of the article by Gehm and 
Huekelekian, the word Endamoeba should read Escherichia. 
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